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EDITORIALS 


NURSES FOR THE MISSION FIELDS 


With the entrance of a larger per cent of college graduates as pupils 
in nurses’ training schools there will be, we believe, a definite increase 
in the number of well-prepared women who will choose foreign mission 
fields as their special contribution to nursing service. The Student 
Volunteer Movement is strong, not only in numbers, but in the age 
period, which has the energy and spirit of youth; and no one can quite 
estimate what the value of this vital age period is to any enterprise. 

The tendency to affiliate nurses’ training schools with universities 
will, we think, prove of reciprocal advantage to both college and train- 
ing school, for nursing has ever been the practice of theory, and in- 
stitutions of learning in these days are seeking in every way to give 
body and substance to their teaching by subjecting it to practical 
experiment and exercise. 

The opportunity that comes with nursing to enter into a constantly 
broader range of usefulness toward human beings is one that will 
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attract increasing numbers of well trained women to adopt it as their 
profession. Even in the rush of daily nursing work it is not possible 
to come in contact with sick bodies only; always, everywhere the in- 
dwelling spirit of human beings creates feeling and emotion, out of 
which changes can be wrought for good. When the emphasis falls 
upon this side of nursing work and makes its infinite implication clearer 
it is, as we know, one of the most powerful of all influences for good 
in the mission fields. 

So much is known of the achievement of medical missions in foreign 
fields that one only wonders that there is not a closer affiliation between 
the universities which are endowed by church funds, or have special 
courses in the study of religion, and hospital training schools for nurses. 
Each should feel the other’s need and exploit more fully the treasure of 
affiliation. 

We are very glad to bring before our nurses an appeal from The 
Student Volunteer Movement for Foreign Missions for trained nurses 
to take up hospital and district work in the various stations of the 
Foreign Mission Boards. Some of the specific calls are as follows: 

1. Four nurses for China, one each for Korea and the Philippine 
Islands, under the Presbyterian Board. 

2. One nurse for Huchow, one for Korea, under the Southern 
Methodist Board. 

3. One nurse for China, under the Southern Baptist Board. 

4. A nurse to become Superintendent of Nurses in the Good Samari- 
tan Hospital, Guanajuato, Mexico, under the Methodist Episcopal 
Board. 

5. A visiting nurse to work in connection with the Anti-Tuberculosis 
Campaign of the Y. W. C. A. in Japan. 

Any nurse who is interested in these calls may obtain particulars 
from T. P. Turner, General Secretary, Student Volunteer Movement 
for Foreign Missions, 25 Madison Avenue, New York. 

The National Organization has a standing request from the Presby- 
terian Board of Foreign Missions for women to serve in the foreign 
field, chiefly in China. An urgent call was also received from Dr. 
Hume, who is working under the Rockefeller Commission in China, 
for a nurse to introduce medical social service in connection with its 
big medical college; and, although this call was received more than a 
year ago, at the last information Mrs. Hume, who is a Johns Hopkins 
graduate, was doing the work herself, for lack of a response to the 
appeal. 








———_—— 
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The need for nursing service in the foreign field seems to be almost 
entirely obscured by the pressure of home needs; but surely there are 
some amongst our nurses who are willing to respond to this call and to 
sacrifice themselves for the sake of those whose need is so much greater 
than we can even imagine? 

I. W. Lowman. 


PUBLIC WELFARE WORKERS 


The whole question of coming to the aid of persons distressed by 
poverty and sickness has taken on such proportions and has developed 
so rapidly during the past twelve or fifteen years, in this and other 
countries, that the workers who are in the field together are even yet 
and, in a certain sense of course, always will be in the making. 

That which is alive grows and that which grows changes. Life 
and experience are the great modellers and they pat and pinch and 
shape their clay until it assumes the form that fills the need. How- 
ever, after a certain stage of development has been reached there are 
essential and needful differences which become ratified and accepted 
and form a body of permanent principles which must be acknowledged 
and subscribed to by everyone and must form the basis for all work 
done together. Such essential differences, if rightly understood, are 
bulwarks of strength for each, and in no sense boundaries to invade 
or dispute. 

We should like to call attention to the two articles published in 
this number of the QuARTERLY, the one by Miss Byington, the other 
by Miss Foley. A comparison of the ideals of the nurse and of the 
social worker, as set forth in these two papers, shows that in essence 
they are the same, although each worker approaches the difficulty 
from a different angle. 

When the visiting nurse finds a need for material relief to be given 
in a home she is expected to refer the matter to the social agent, not 
merely because such relief should come from the association organized 
to give it; not merely in order that the nurse may disassociate herself 
from the giving of charity; but because it is felt that the social worker 
is better trained to give relief wisely and has behind her better equip- 
ment to carry on constructive work to restore the family to a normal 
social condition. In other words, the visiting nurse, as ‘well as the 
social worker, appreciates the fact that the need of relief is a “‘symptom,”’ 
and that it is necessary to find out both the cause of the breakdown 
and the best means of restoration. 
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If the true ideal of the social worker were universally recognized— 
if it were understood that, by psychological means, efficiency tests, 
vocational guidance, training, etc., the social worker strives to help 
the family and the individual to independence, social service would 
no longer be looked upon as ‘‘charity organization,” but rather as a 
focussing of many fine and varied powers of analysis upon a difficult 
question, together with the privilege of giving such material relief 
as will enable the family to work toward its own reconstruction. 

As Miss Foley points out, we are ‘‘apt to forget that the first nurses 
were friendly visitors and almoners and that we have simply made 
several departments of what was once one vocation, because our far 
more complex civilization makes it impossible for one worker to handle 
all the problems that such a civilization entails.” Just as sickness and 
poverty work together as cause and effect, so must the nurse and the 
social worker fight side by side in the war upon both 





-ach meeting 
her own division of the common enemy and making her own plan of 
attack and defense, as the dispositions of the enemy necessitate, but 
with the knowledge and intelligent codperation of her ally—and each 
realizing that the success or failure of either inevitably reacts upon the 
position of both, and that half a success is but a draw with the enemy, 
whereas a whole success is complete victory. 


DRAWING CLOSER TOGETHER 


In a list of suggested subjects for a course of lectures on industrial 
nursing, drawn up some two years ago by a member of the National 
Organization, the first one mentioned was ‘‘Immigration and Immi- 
grants,’’ to include a study of home conditions in Europe as compared 
with those in America. A paper in this issue of the QUARTERLY, on the 
Visiting Nurse in Industrial Welfare Work, again draws attention to the 
necessity that the nurse should ‘‘inform herself as to the backgrounds 
and habits of the workers in their home lands,” and exemplifies this 
necessity by various instances in which a knowledge of European con- 
ditions and customs provides the key to conditions found in many 
immigrant homes. ‘‘A Lithuanian woman buys sausages, new white 
bread and coffee as the sole food of her growing family. She had a 
garden, chickens and a goat in the old country. Here the ‘store 
milk’ sours and vegetables seem expensive and not necessary to her. 
They cost nothing at home.”’ 

Although the question of how best to approach and influence the 
immigrant is one which particularly affects the industrial nurse, it is a 
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problem which is encountered by almost every public health nurse. 
Most of us know the immigrant only as he appears in this country— 
we have little or no intelligent conception of what lies behind him— 
the traditions and ambitions, hopes and fears, ignorances and prej- 
udices, longings and heartsicknesses which influence his thoughts and 
actions. Hidden often behind an inarticulate bewilderment throbs a 
passionate desire for a new and fuller life—unsounded depths of energy 
and devotion—unsuspected gifts of art and beauty. It is ours to 
give the fuller liberty, the deeper knowledge, the broader vision; and 
it is ours, also, to receive in return the special gift and genius of every 
nation—treasures, often hidden away in weather-beaten caskets, which 
it is for us to draw from their hiding-place to enrich ourselves and the 
whole world beyond. 

A knowledge of the essential facts in the historical and social back- 
grounds of the various groups of immigrants is a necessary preliminary 
to the removal of the barrier which lies between them and ourselves. 
To but few of us is it given to obtain this knowledge at first hand; but 
we may all glean from those who, thus privileged, have sought to pass 
on their knowledge through the medium of books and articles. Life 
of the present day is so strenuous, so filled with varied activity and 
interest, that for sheer want of time and energy it often seems that we 
ean follow only the track which lies open and mapped out before us. 
To provide such a pathway—a track blazing the trail to broader high- 
ways of knowledge—a series of illustrated articles on “Historical 
Backgrounds” is being arranged for the QUARTERLY, to deal with the 
home surroundings of the various groups of immigrants; and it is with 
much satisfaction that we are able to announce that Mr. Edward A. 
Steiner, the well-known author of On the Trail of the Immigrant, The 
Immigrant Tide, Against the Current and other books, has generously 
consented to write for us on the Slavic group. All who have read Mr. 
Steiner’s works—and they are surely known to very many of our 
readers—must recall his warm-hearted sympathy with all sorts and 
conditions of immigrants, and his often-proved contention that loving 
fellowship and a desire to help are the ‘“‘open sesame’”’ to the hearts of 
all peoples alike; for ““when one breaks through the strange speech, 
which so often separates; when one closes one’s eyes to what climate 
has burned upon a man’s skin, or what social or economic conditions 
have formed or deformed—one will find in every human being a kins- 
man.” 

M. J. Smiru. 
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MAKING THE QUARTERLY REPRESENTATIVE 


At the time of the New Orleans Convention a request was made by 
the QUARTERLY Committee for help in obtaining material for our maga- 
zine, particularly stories, photographs and news notes. Good pictures 
were specially pleaded for, not only for purposes of illustration, but 
also for the lantern slide exhibits which are being prepared as part of 
the publicity material of the National Organization. 

There have been some very welcome responses to these requests. 
The Board of the Chicago Visiting Nurse Association has presented 
twelve slides picturing the work of the Public Health Nurse in that 
city—a gracious act of coéperation which has greatly enriched our 
exhibits; the Massachusetts State Board of Health has most courte- 
ously permitted us to look over and duplicate a number of its slides 
on public health work; the Superintendent of the Erie Visiting Nurse 
Association sent a number of “‘snap-shots” from which it has been 
possible to make several excellent slides; to the Stamford Association 
we are indebted for the frontispiece of the October QUARTERLY and 
the interesting description of a ‘Baby Week Campaign;’” while the 
Superintendent of the New Haven Association has sent stories and 
pictures from which a selection is published in this issue. Stories and 
news notes have been received from various other sources, and we 
feel that through all these channels the QUARTERLY is being made more 
and more the official organ of the National Organization for Public 
Health Nursing, because it can only be really official as it represents the 
whole Organization and loses its right to that title just in so far as it 
fails to represent every section of the country and every branch of the 
work being carried on by its members. 

All over this great, wide country of ours how many threads of interest 
—real human interest—are being lost for want of someone to gather 
them up. How many scenes of suffering call forth all the missionary 
spirit in the heart of the nurse. How many beautiful and unexpected 
traits, brought to light in the darkest places, keep bright her faith in 
her fellow men! How many little humorous foibles call forth a kindly 
smile and send her on her way more cheerily! If only some of 
these threads could be made to draw other women to become mis- 
sionaries—to raise some other heart out of a dungeon of despair and 
bitterness—to bring a ray of geniality into some other life! Surely, 
if we could but see it, this is one of the talents which is entrusted to 
our care; we can hide it away and keep it safe in a napkin—or we can 
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bring it out into the day-light and cause it to bring forth fifty, yea, even 
an hundredfold. 


M. J. SMITH. 


MISS GARDNER’S BOOK 


It is with the greatest pleasure that we are able to announce the 
publication of Miss Gardner’s book on Public Health Nursing, which 
has just been issued by the Macmillan Company. 

This book has been eagerly looked for and its appearance marks 
one of the most important events in the history of public health nursing 
literature. It deals with “The History of the Public Health Nursing 
Movement;” ‘Modern Problems;” “Duties of the Superintendent of 
Nurses and of the Staff Nurses;”’ “How to Organize a Visiting Nurse 
Association;”’ “The Board of Managers;” “The Staff Nurse;” ‘‘Meth- 
ods of Organization, Administration, etc; and there are, also, 
chapters on the special branches of public health nursing. A full 
review is given in another part of this issue of the QUARTERLY. 

The task of writing this book has been achieved in the face of inter- 
ruptions and difficulties which perhaps only those who are most inti- 
mate with its author are able in any sense to appreciate; and it is partic- 
ularly happy that the completion of the task has come just at a time 
when we are welcoming the news of Miss Gardner’s recovery from her 
long illness and are again looking forward to her presence amongst us. 








ORGANIZED NEIGHBORHOOD NURSING 
Part I 
Bry BLANCHE SWAINHARDT, R.N. 


For a long time all visiting nurse associations have felt the necessity 
of extending nursing care to those whom they could pity; at last 
we have come to know a wider interpretation of our obligation and to 
realize that our greatest opportunity lies in doing for people before they 
are reduced to poverty and the need of commiseration. So much by 
way of a little foreword to a report which I am about to make of the 
Neighborhood Nursing Service as initiated by the Cleveland Visiting 
Nurse Association. 

Owing to the fact that Cleveland, with a population of 650,000, a 
city of moderate homes and small apartments, had been supplied with 
the available service of only two hourly nurses, working independently, 
and the services of the Visiting Nurse Association, which is an organiza- 
tion primarily doing charity work, the need for organized visiting nurs- 
ing service on a paid basis began to manifest itself several years ago. 
Because of this need, a group of open-minded citizens began studying 
how to solve the problem. 

After a fairly thorough study of the conditions and needs, it was 
decided that no individual or group of individuals could organize an 
adequate extension service, carrying visiting nursing, with charges 
based on the hour system, unless it had back of it some working capi- 
tal and the support of a permanent organization. In Cleveland the 
organization best prepared to do this work seemed to be the Visiting 
Nurse Association. 

A working capital of $1,500 with which to begin our extension 
was provided by a trustee of the Association, and a special committee, 
known as the Neighborhood Nursing Committee, was formed to work 
out details of organization and policy. At first it was thought wise to 
organize a special service. After careful consideration, however, it 
seemed that the only wise and democratic way was to do “visiting 
nursing’ wherever and whenever requested. 

The first question to be met was that of charges to be made; to 
decide this we divided the budget of the Association into the following 
headings: Nurses’ salaries; substitute nurses’ salaries; office salaries; 
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telephone and miscellaneous office expense; rent and cleaning; office 
supplies and printing; laundry; medical and surgical supplies; nurses’ 
carfare; and found our total expense for six months. We divided this 
sum by the average number of visits made during the same period, 
and in this way arrived at a basis for our charges. 

It was decided that the best plan for working out this extension of 
nursing service would be through our already organized staff of visiting 
nurses, the nurses keeping the same geographical territory in which 
they had been working, and having such nursing aid furnished as the 
need might demand. The regulations as to hours of duty, salary, 
time off duty, ete., to remain the same as for other work under the 
Visiting Nurse Association, with the exception of the night service; 
the same nurses to care for all cases, and all additional help to be sup- 
plied to the district, not to particular cases. The scale of prices and 
general plan for the work was presented to the Cleveland trustees 
who, upon recommendation of the Neighborhood Nursing Committee, 
voted to make a three months’ trial of the work. 

The next step was that of publicity. Seven hundred letters were 
sent to members of the Cleveland Medical Association; five thousand 
leaflets were printed and distributed to various groups of wage earners, 
including the Police Department; the Sanitary Bureau; various indi- 
viduals reached through the Health Department; to the workers of the 
Blind Association; to public schools, through the principals and teachers; 
to the librarians; to the Y. M.C. A. and Y. W. C. A.; to the various 
hospitals, for out-going patients; and to several firms with which we 
happened to have a business contact. 

A number of different churches and sewing societies were visited, 
and short addresses describing all phases of the Association’s work 
were presented in each instance. A paid advertisement was inserted 
in the Cleveland Medical Journal, which is continued each month, 
and the subject was treated editorially both in that journal and in the 
Ohio State Medical Journal. 

Owing to the fact that we were uncertain of the demands the public 
might make upon us, newspaper publicity was avoided, with the 
exception of a notice in one or two foreign papers. 

The following was the form of the letter sent to the members of the 
Academy of Medicine, and to various physicians not belonging to the 
Academy, but for whom we frequently nurse: 


The Visiting Nurse Association has for some time felt that its usefulness to 
the community could be greatly increased by extending its services to those 
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persons able to pay for skilled nursing care, and yet not desirous of having a 
nurse resident in the home. Arrangements have been made whereby such 
service on a visit basis can now be obtained through the above association. 

The enclosed leaflet gives charges and regulations. In addition to care 
during minor operations and confinements, we are in a position to provide for 
night service when necessary. For the present, however, such visits must be 
arranged for during the day, through the main office of the Visiting Nurse 
Association. 

We earnestly seek your codperation in making this extended service success- 
ful in filling a long felt want, and invite both suggestions and criticism. 


A leaflet, in the form of a folder, with the following information, 
was enclosed with each letter and given to various groups of people: 


The Cleveland Visiting Nurse Association will furnish trained nursing service 
on an hourly basis to anyone desirous of having nursing care in the home, when 
a part time or visit service is all that is required. 

Charges for this service between the hours of 8.00 a.m. and 5.00 p.m. will be 
seventy-five cents for the first hour, and fifty cents for each additional hour or 
part thereof. An additional charge will be made for visits between 5.00 p.m. 
and 8.00 a.m. 

The nurse is responsible for collecting the fees and it is requested that daily 
payments be made. 

Preparations for and services during minor operations and confinements may 
be arranged for at the rate of $5.00 per case. Subsequent visits at the regular 
rate. 

For such special service the main office should be called in advance whenever 
possible. Arrangements may be made by the attending physician or the family. 


In the past, the Cleveland Association had nursed the employees 
of industrial organizations, when called upon, free of cost; however, as 
a result of our new outlook it seemed to us that it was not proper that 
business corporations should accept such care for their employees 
from a charitable organization. We therefore prepared the following 
letter, which is sent out as a continuous circular to business firms, 
factories, fraternities, etc., at the rate of about thirty copies per month; 
the names of the organizations to whom the letter is sent are obtained 
from the Directory and a record is kept of all those who receive it, so 
that no unbusiness-like duplication occurs. 


A number of industrial and business organizations have found it both practical 
and convenient to avail themselves of the services of the Visiting Nurse Associ- 
ation as stated on the enclosed card. This is oftentimes done whether or not 
there is an established service department in which a nurse is employed. 

The Visiting Nurse Association is very glad to visit and care for sick or ab- 
sent employees and to make a telephone and written report to you regarding 
conditions found. 
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Among the business organizations availing themselves of this opportunity 
are the Western Union Telegraph Company, the Cleveland Folding Machine 
and Foundry Company, the American Steel and Wire Company, the Cleveland 
Provision Company. 

lf we can be of service to you please call Main 4037 or Central 3602 between 
the hours of 8.00 a.m. and 5.00 p.m. 


During the month of August, 1916, in one district alone a number of 
different corporations called for our services on behalf of their employees. 

Sometimes a business organization was asked to pay for the care of 
a member of an employee’s family whose sickness was keeping the 
employee himself away from his work. For instance, in the case of a 
burnt child, the care given by the visiting nurse enabled the father to 
return to his work in the shop; and a note was sent to the employer 
saying that, if he considered the release of the employee to be worth it, 
the cost of the nurse’s visits should be paid. The response was a 
check for the amount and an expression of most grateful appreciation 
of the work of the Association. 

The inauguration of the new service was received cordially by 
many of those to whom the publicity material was sent, and letters 
of approval and expressions of willingness to codperate were received 
from the Director of Public Safety (who promised to distribute the 
circulars among members of the Police and Fire Departments); from 
the General Secretary of the Y. M. C. A.; and from several of the most 
prominent physicians. 

We began services with ten general districts for the city. Each 
nurse, or group of nurses, was made acquainted with our policies and 
was urged to do all that she could to develop this work in her own dis- 
trict and frequently to compare her results with results obtained by 
other nurses in other districts. The stimulus which came to us all 
from this new understanding of our opportunities is beyond reckoning 
in figures. 

Any and all persons not desiring a resident nurse in the home, or 
unable to pay for such care, became eligible for our service. 

One of our greatest efforts was made along the line of maternity 
service, at the time of delivery and for the necessary subsequent care. 
It is especially desirable that maternity cases should be obtained dur- 
ing the prenatal periods, in order that the family may be instructed 
as to the necessary arrangements: that the mother may be taught 
how to provide for herself and have all necessities ready and properly 
sterilized. When the time in which to teach the mother is limited, or 








14 The Public Health Nurse Quarterly 


conditions are not favorable for the preparation of supplies in the home, 
they may be purchased from the Association at a nominal cost. We 
have been able to make charges occasionally for prenatal visits; such 
charges depend upon circumstances and the intelligent appreciation 
of the family. 

Our first plans did not include night service; but experience soon 
taught us that you cannot say to an expectant mother that you will 
care for her during confinement if it happens to be between 8.00 a.m. 
and 5.00 p.m. on any day except Sunday! Such a promise gives little 
peace of mind or sense of security. Therefore, night service had to 
be provided. This was done by arranging with the Cleveland Graduate 
Nurses’ Association, which maintains a Central Registry for Nurses, 
to take our night calls and to send a nurse who is paid by the Visiting 
Nurse Association at the regular registry rate, the patient paying the 
Visiting Nurse Association. The night work has grown to such an 
extent that it is difficult to answer the calls from the Central Registry 
and we are now employing our own nurse. It is not yet necessary 
to use the full time of this nurse, but we have been so fortunate as to 
find one who has half day employment and who is glad to undertake 
our night work, to be paid for each call at the registry rate. 

A bag with special equipment is kept for the maternity, operation 
and emergency cases; this bag is different in shape from our other 
bags, so that it is always recognized and a nurse cannot take it by mis- 
take. The contents of the emergency bag are as follows: 

Light weight bag with: 2 small sterile sheets; 2 packages sterile towels, 3 in 
each; sterile gown (for the nurse); 1 rubber apron; alcohol; bichloride; lysol; 
thermometer; scissors; baby tape; forceps; sterile dressings; hand brush; hand 
towel; green soap; rubber sheeting in which to wrap wet or soiled linen. 

No charge is made for laundry or sterilizing. Supplies which cannot again 
be used, such as dressings, etc., are sold to the patient. 


At the end of the three months’ experiment the work had been so 
successful that the Board of the Visiting Nurse Association recom- 
mended that it be continued indefinitely. It is of interest to note the 
increase in the number of calls from private physicians during the 
trial period. In the first month there were calls from ten different 
doctors, in the second from seventeen and in the third from twenty- 
five different physicians. Most of these calls came from doctors who 
had not, as a rule, called us for free services. This means that we were 
entering an entirely different type of home than those formerly visited. 
The effect of this entry into better homes has been to stimulate the nurses to 
more careful service. 
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The following is a table of the special expenses incurred on behalf 
of the Neighborhood Nursing Service during the thirteen months from 
April 1, 1915, to May 1, 1916: 


Advertising and printing: 


Jo Se ener ed aS NN grr rr $ 9.50 
Ledtioks.. ee eee Sr OEE aCe ae ‘ . 25.80 
Medical Journal (8 siete wibeaitbiiaiiy.. : 40.00 
Letters and leaflet...... Seeks eae: ; co SB.a0 

$133.66 
DPUREE, RMI IOU eo o.ire ciaacgccy ars cia eisvosre elaine : 36.60 
PCO UG, AAMORMIIONE 5.5.55 6s. «Ek einesinioaie Horo a\suecs , 24.65 


194. 91 


This amount represents special expense only; the total cost of the 
service, including nurses’ salaries, administrative expenses, etc., was 
computed by dividing the budget, as previously explained. 

During the same period, from April 1, 1915, to May 1, 1916, the 
following number of visits were made: 


Total: number Of VisSits:..... 665.056 «ssis.cseae n0 ByhtD 
Total number of hours (Estimating $5.00 day wile at 3 hours, 
and $5.00 night calls at 6 hours)....... 2,319 
Total earned (of this sum $105.58 was paid for night 
BORNE 52 ox wien s BE AOS 8 is bisects i ; $1,731.43 
79 


‘ 
é 


o 





Average earning per visit.... 
Average earning per hour............ 





It is interesting to note that the service money in small fees has been 
considerably increased by the stimulation of the new service. 

We have also found that, whereas the visiting nurse is obliged to 
make a good many visits to dispensaries, charitable societies, etc. on 
behalf of her free patients, the visits made to our pay patients require 
no reference visits and therefore cost us a lower average per visit than 
the free cases. 

The increase of cases has made it practicable to employ a stenog- 
rapher in certain nursing centers to take charge of the records; this 
releases about an hour a day of the time of each nurse, which means 
the saving of several days per week in the time of the nurses in some 
districts, dependent upon the number employed. 

Almost without exception the patients have paid the fees as prom- 
ised, and in the year’s work, out of the total of $1,731.43 earned, 
less than $40.00 remains uncollected and this will be paid, at least in 
part, later. 
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Our patients have included amongst others ministers, doctors, 
social workers, librarians, and school teachers. That the service has 
been appreciated has been expressed to us many times in various ways, 
and we constantly find that where a new friend is made we have fre- 
quent calls to the neighborhood; this has meant that the geographical 
distribution of our work has extended from one end of the city to the 
other. 

It is needless to say that at the end of the experimental period the 
Association was convinced that the Neighborhood Nursing Service 
had proven itself of value not only to the community, but to the Associ- 
ation itself, whose general work received from it a very marked impetus 
and stimulation. After eighteen months’ experience we are in a posi- 
tion to say that a liberally organized Visiting Nurse Association, having 
directors who are intelligent and anxious to serve their community 
in the largest sense of the word, makes the best of all possible mediums 
for the development of any form of collective nursing service. 

To round out the Neighborhood Nursing Service,! the Graduate 
Nurses’ Association has established a Household Nursing Bureau, 
from which supervised attendants may be obtained; these attendants 
vary in ability and experience, and the charges for the service range 
from $10 to $18 per week. The visiting nurse supervises the attendant 
in the home when it is convenient or helpful to the Bureau. 

We feel that our work so far indicates that a great many more of 
our 650,000 inhabitants will be provided with trained nursing care, 
when necessary, than ever have been so supplied in the past. The 
doctors and nurses have met our plan with hearty response and support. 
Indications at present lead us to believe that this organization and 
development of a self-supporting service will mean to the graduate 
nurses (a) much more work; (b) work which is organized and directed 
and for which a well-established organization is responsible; (c) work 
with regular hours, regular vacation and definite provision for the 
nurse in time of illness; (d) and general stimulation, personally and 
professionally, which comes from democratic contact with an entire 
community. We have felt this from the beginning, and our belief 
is becoming fact, because the Central Registry reports more demands 


1 Since the writing of this paper the Household Nursing Bureau of the Gradu- 
ate Nurse Association has been taken over by the Committee on Neighborhood 
Nursing of the Cleveland Visiting Nurse Association, and is to be operated, 
for an experimental period at least, under the auspices of the Visiting Nurse 
Association. 
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for hourly service than ever before, and we have had to employ two 
extra nurses a good part of the time to meet our own growth; we should, 
indeed, have had to employ more were it not for the placing of three 
stenographers in the districts. 

On the whole, the effort to extend visiting nursing in Cleveland 
has been sufficiently successful to warrant its enthusiastic continuance. 
This success, however, is due very largely to the hearty coéperation 
and support which has been met with at every turn from the members 
of the medical profession, the members of the Graduate Nurses’ Associ- 
ation and, above all, from the individual nurses on the staff—their 
efforts have been untiring and definite in an attempt to develop ade- 
quate nursing care for those who need it. 


Part II 
By ISABEL W. LOWMAN 


As a luxury, skilled nursing care for the sick was, of course, the 
prerogative of a very limited number of persons. Later, when we 
commenced to consider it one of the most highly valued comforts of 
modern life, we felt that its benefits must be more widely extended. 
And now that we are beginning to suspect it of being a prime necessity 
not only for the individual, but as a means of securing a better standard 
for human health, we cannot be satisfied until we have devised some 
plan by which its benefits can be obtainable for all men. Of course 
this will mean readjustments of many kinds and coéperation with 
many agencies, as well as a great increase in the number of skilled 
nurses to meet the need. 

When illness enters a family it threatens not only the person in 
whom it is manifest, but also the other members of the family, together 
with friends and neighbors, and this is largely the case because the 
laws which govern its dissemination are unknown to people in general. 
Each disease has its own peculiar way of reaching out for new victims, 
and it is precisely because of this fact that sound clinical instruction 
of the family members must be carried on vigorously when a sick person 
is cared for at home. 

So it is that a good district nurse must give good bedside nursing 
care and, at the same time, teach the family how to carry on this care 
during her absence and to use such precautions as are peculiarly neces- 
sary for the control of the disease in question. Thus, if she is taking 
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care of a case of pneumonia in the home she lays especial emphasis 
upon the necessity of a quiet, sunny, well-ventilated room, and the 
importance of carrying out the doctor’s orders as to diet, temperature, 
baths and medicine; if the patient has typhoid fever, members of the 
family are taught the precautions necessary for the protection of them- 
selves, as well as the directions for the care of the patient. 

It is a very real and very effective mode of instruction, this bedside 
care of a family member in the midst of a household, and it is productive 
of benefits to society quite out of proportion to any facts or figures 
which can be recorded—for the facts and figures deal largely with the 
person actually ill; whereas we must keep imaginary tables to represent 
the number of persons who are saved from illness because of the 
painstaking instruction and supervision of the nurse. 

Within the two last decades nursing associations whose directors 
are lay persons and whose nurses are on a staff and go from home to 
home, giving care to the sick, have grown in number from dozens to 
thousands. Some of these associations are supported by private sub- 
scriptions, and others are carried by the community; still others are 
carried jointly by lay subscriptions and municipal taxes. Just at the 
present time there is a very strong tendency on the part of the individual 
to pay sometimes in part and sometimes altogether for himself, so that 
the factors of support of such associations are becoming both varied 
and indicative of the character of the organization which is doing the 
work. A good, healthy association dating some twelve or fifteen or 
twenty years back will have endowments to its credit which are the 
gift of friends, oftentimes dedicated with a full heart to the memory 
of a loved one who has died; it will have large yearly contributions 
from a few members and, from a larger number of people, a scale of 
annual subscriptions varying in size from a dollar upwards. It per- 
haps has salaries paid into its treasury for nurses by hospitals, industrial 
concerns and other enterprises; and in recent times nearly all the large 
associations do the nursing for the Metropolitan Insurance Company. 
Fees from individual patients have usually bulked pretty small in the 
annual accounting of sources of support until very recent times, and 
even yet are only beginning to respond to the newer tendency. Happily 
the nurses have looked out upon a wider field and have felt the great need 
for good bedside nursing in countless homes never before considered 
because of their inviolable right to privacy. It is difficult to say just 
what part the Metropolitan Life Insurance Company has played in 
educating the public health nurse to enter homes where there is need 
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for the best nursing at wholesale prices. I think that its influence in 
this direction has been very great and that its admirable business 
methods and its understanding of the very great benefit to be derived 
from prompt and efficient nursing care, especially in acute illness, has 
opened up whole new congeries of cause and effect and interesting fact. 

A great business organization which undertakes to initiate and 
set in motion over vast areas a constructive system of nursing which 
has as its objective the increase of health and longevity on the part 
of its policy holders will contribute many a new and valuable principle 
to the work of building up and preserving human health. There has 
long been a tendency on the part of the public to think that illness 
usually finds a refuge within the walls of hospitals or in homes where 
some kind of beside care can be given. Even a very vivid and highly 
trained imagination falls far short of picturing the unnecessary distress 
and anguish of thousands of persons who languish uncared for and 
untended during severe illness in places both large andsmall. Many a 
city whose population runs from half a million to six or seven hundred 
thousand people will have, all told perhaps, four or five thousand beds 
in hospitals and other institutions. Yet we have only to make the 
roughest estimate of the statistics of illness to know how large a 
proportion of men, women and children are ill at any given time. How 
to supplement the care which hospitals are able to give by good bed- 
side care in the home is a matter which must be understood in the 
terms of the miracle of the loaves and fishes, if understood atall. We 
have all of us a tendency to set up little worlds with little horizons about 
them and little skies above them. We have been satisfied with a 
system of out-patient nursing which has provided continuous graduate 
nurse care in time of illness for the rich and well to do, and ‘‘ visiting 
nurse care for the sick poor in their homes.’”’ Even the terms of yes- 
terday seem obsolete in the light of a better understanding. What 
we now realize is that it must be visiting nurse care for tens of thousands 
of people instead of thousands. People in flats, people in hotels, people 
in boarding houses, rooms, private houses—thousands of persons who 
can supplement skilled nursing care with interim care that love tries 
and often succeeds in rendering skilful. 

And, in the mean time, what will happen, what will be the effect 
of this entrance into this vastly wider field? It will mean that the 
knowledge of health and the care of the sick will increase in geometric 
proportion to the patients cared for. For those of us who look abroad 
and see the fields white for harvest it seems as though where one nurse 
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now works, a hundred must be found to meet the rapidly growing need 
which the new idea makes manifest. 

The entire matter of establishing a wholesale rate for nursing 
visits is a very delicate one and one which involves so many questions 
having to do with nursing ethics and practice that the beginning of 
such an undertaking in any community ought to be painstakingly 
and thoroughly considered in all their bearings and worked out in 
closest codperation with Graduate Nurses’ Registries and Alumnae 
Associations. In all large cities and in many small ones there are 
graduate hourly nurses who are not only highly skilled, but very much 
in demand for a service which is becoming constantly better appreci- 
ated. They work as individuals and make their engagements conform 
with the wishes and plans of their patients. They must ask a fee 
which will cover their expenses and leave a safe margin of profit. 

The visiting nurse who works on a staff, on the contrary, works 
in a neighborhood and makes her visits according to a routine schedule. 
This method and concentration of work enables her to make many 
more daily visits than the nurse who works as an individual and enables 
her also to have her work reinforced and supplemented, when needful, 
by other staff nurses. 

I have sometimes tried to imagine the immensity of the field of the 
undone bedside nursing by picturing to myself a last edition of any 
City Directory, with pin heads protruding from the book’s edge, each 
pin to mark the address of a home where skilled bedside care has been 
given in case of illness. Only by means of pin maps and other graphic 
devices can the distribution and trend of a work make itself understood 
in relation to the community’s need as a whole. Only in some such way 
can graduate nurses grasp the need for a wider distribution of the in- 
estimable benefits of their service. However, according to my belief, 
any new interpretation of nursing practice and policy must always 
have the support and endorsement of the Graduate Nurses’ Association 
or they will be cut off from their rightful sources of life. If Mr. Rich- 
ards M. Bradley, Chairman of the General Committee of the Bureau 
for Organizing Home Care for the Sick in the United States and Canada, 
had made no other contribution to the cause of public welfare than to 
make plain and public his comprehensive and practical plan for some 
standard form of organized care for households invaded by sickness, 
he would have a lasting right to the gratitude of all those who are 
trying to see the public good as one whole and indivisible question. 











THE INTER-DEPENDENCE OF THE NURSE AND TIE 
SOCIAL WORKER 


By MARGARET F. BYINGTON 


The increasing specialization in social work brings, with all its 
alluring possibilities, its own problems as well. Certain adjustments 
are necessary here, as in other lines of advance, if we are to act harmoni- 
ously, with a resulting economy of effort and with the maximum bene- 
fit to our needy clients. Of these adjustments none is more essential 
than the mapping out of some working agreement between the public 
health nurse and the social worker. These two workers, on the one 
hand, frequently visit the same families, in whose problems medical 
and social factors are interwoven; and, on the other hand, face social 
conditions which tend to break down the health and integrity of the 
families and which both are pledged to try to overcome. 

The nurse and the social worker, indeed, approach these problems 
from quite different angles, but angles which are complementary—not 
opposed. Their joint concern is the welfare of needy families; their 
joint purpose to restore these families to health and normal living. 
When the nurse and the social worker feel that their points of view 
conflict it is, I believe, only because they have an inadequate knowledge 
of the social facts or of the nature of each other’s work. For each 
family is a unit and the ills which beset it, whether physical, moral or 
economic, can only be dealt with in their relation to the family life as a 
whole. 

Coéperation between the two groups seems to me, therefore, to 
rest in the large on the ability of each worker to see her own task in 
its largest aspects and its highest ideals, and yet to see it also as a 
part, only, of the whole field of social work, to see where it touches and 
supplements the work of others. She will then seek and grasp a genu- 
ine understanding of the spirit and ideals which animate the other 
groups. With this as a basis, the day to day problems which arise can 
easily be settled through some jointly mapped out plan for the division 
of work, coupled with frequent personal conferences. Let us then 
consider this question along two lines: What is, or should be, the divi- 
sion of responsibility between medical and social workers in relation 
to individual families; what is their respective responsibility for the 
larger social movements in their own community? 

21 
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First, may I try to state briefly the social worker’s own viewpoint 
in regard to her responsibility for families in need? The conventional 
couception of her task is that she is primarily a relief giver, that when 
a family is in need she should be asked simply to supply food, fuel, 
clothing or rent. Her own conception of her task is that her primary 
duty is to work for the reconstruction of family life where it has failed 
to meet its normal responsibilities. Of these responsibilities the most 
obvious is for economic self sufficiency, the ability of its members to 
earn enough to provide for its reasonable expenditures. But there are 
other responsibilities too; the family’s function in rearing and training 
the children; in seeing that the environment provided is one which 
shall develop sound ideals, practical ability, physical well being, spiritual 
development. Of these various aspects, physical well being is a very 
important element but not the only one. The social worker’s ideal 
is the home in which the man as bread-winner, the woman as home- 
maker, are together bringing up healthy, happy children, sharing their 
interests in school and church and play. 

To the social worker’s mind, the need for food or fuel or clothing 
is usually only a symptom of some weakness in the family life, and it is 
this weakness which she aims to overcome. For this reason, although 
the giving of actual material relief may be necessary (as an opiate or a 
hot water bottle may be the first treatment of pain), her own emphasis 
on it is slight, her profound desire is to reach the underlying evil in 
the family life, whether it is sickness, unemployment, ignorance, bad 
habits, bad housing or the lack of a sense of responsibility on the part 
of father or mother. What, in a given family situation, is the weakness 
which is responsible for the breakdown of the family life, its failure to 
meet its normal responsibilities; what are the real possibilities in the 
life of the family and how may they be developed? Sometimes, as in 
the case of the sickness of the bread-winner, adequate and continuous 
material relief may be a most important element in restoring the 
family to normal living. Sometimes, as in the case of a non-support- 
ing husband, the giving of material relief, relieving him of the conse- 
quences of his evil doing, may result in a still further breakdown. 
Sometimes it is as necessary for social, as it is for medical, workers 
to see an individual suffer because out of that suffering will come 
eventual recovery. 

A plan for the reconstruction of family life, however, cannot be based 
on superficial knowledge. We need to go back of present complications; 
to know the family in its past strength as well as in its present weakness; 
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to know the opportunities that have come to it and its response to 
them; the strengths and weaknesses that were perhaps inherited, the 
temptations that were overcome. We need to see this, not merely 
through the eyes of the family itself, but through those of unprejudiced 
observers. All this as well as the advice of relatives and friends will 
be the necessary prelude to the making of a plan and the giving of 
other than temporary relief. Then what relief is given will be an ele- 
ment in building up—not destroying—the family integrity. 

I have stated this ideal at length because I believe that there is a 
current misconception of the task which the social worker sets herself 
which is responsible for many of the difficulties in coéperation. She 
does not consider that her organization should simply be called on to 
give relief; she considers that when she is called in she should try to 
diagnose the family situation and then develop a plan, of which relief 
may or may not be a part, for the restoration of the family life to nor- 
mal. In this ideal she by no means always succeeds, sometimes be- 
vause the family has not in itself the qualities necessary, sometimes 
because of her own short-sightedness, or because in a rush of work she 
does not study the problem carefully enough. But it is this for which 
she aims. Believing that only within a true family circle can a child 
reach its fullest development, she is willing to work patiently, sometimes 
even to allow temporary physical suffering if in the end this aim may 
be attained. Now, for this end the health worker must also strive, 
for in the long run health and family welfare are inextricably inter- 
woven. For a given family at a given time there is only one best plan 
which will in the end secure the family’s well being, and the problem 
of coéperation is together to find this plan and indicate the part in 
carrying it out which each worker is to accept. 

I know that the nurse often feels that she knows the family well and 
that her advice about their social problems should be accepted. It is 
true that she sees them often in their days of sickness, but the social 
worker must know them, too, in their days of health, in their work 
hours and play times, and know them through the eyes of other people 
so as to understand the trend of their life as well as their present situa- 
tion. It must be remembered, on the other hand, that social workers 
of experience have a fair understanding of medical problems. There 
is, nevertheless, a distinct difference in the training, in the point of 
view and in the methods of the two, and consequently our clients whose 
problems are difficult, are better helped after conference between two 
specialists than by having one specialist take over, without training, 
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the work of the other specialist. We feel keenly that a family worker, 
who has had no special medical training, in charge of a medical problem 
in a family is in an unfortunate position; but scarcely less so is the 
medical worker, without special social training, when in charge of a 
complex social family problem. Nurses well remember their long 
struggle to secure professional recognition, and the slowness with which 
the value of their training was realized. But they knew that this 
training had value. Family workers believe likewise in the importance 
of their special training and claim that for it, too, recognition is due. 

To recapitulate: we ask that in dealing with a family in distress the 
nurse should not assume that the family worker is simply a relief 
agent of whom she may ask the material relief for the family which 
she, as a nurse, thinks desirable, but that she give due weight to the 
family worker’s conviction that relief is only a means to an end—that 
end the restoration of normal family living. In order to determine 
what plan should be adopted, the family worker, after giving what 
immediate relief may be necessary, will wish to secure full knowledge 
of the family’s history and circumstances by the process which we call 
“Investigation,” and then try, in codperation with all others interested, 
to work out a plan looking beyond the family’s immediate needs to its 
ultimate well being. In all this she will seek the medical knowledge 
of the nurse and also her valuable advice as to the steps by which the 
family may be restored to health. In so far as one may draw a line, 
the health worker’s point of view should predominate in the factors 
relating to health, the social worker’s in those which concern the social 
relationships of the family as a whole. Where there seems to be dis- 
agreement between the two, it is probably only because we have not 
delved deeply enough into the facts or else because we have not talked 
the plans out frankly and thoroughly enough. 

You are perhaps feeling that such division of responsibility would 
be all right if the charity organization worker lived up to the ideals 
which I have set for her, but that as a matter of fact she often does not 
do so. Let me urge patience—not all charity organization workers 





are ideal workers just as I am sure you will agree that not all nurses 
are first class nurses. The answer to the problem, I believe, is not for 
the nurse to take over the task of the family worker or vice versa, but 
for each group, recognizing the ideals of the other group, to do its own 
work so well that it helps to stimulate the others to attain the standards 
toward which they are struggling. 

May I try to put in concrete form certain suggestions which may 
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help to obviate misunderstanding? There are many problems other 
than those of relief which demand trained social service and we, there- 
fore, hope that the nurses will refer to us families suffering from such 
incipient social ills as temporary unemployment, ignorance of house- 
hold arts, the beginnings of non-support, etc., thus making it possible 
to prevent poverty—not simply to relieve it. If they recognize what 
the society’s ideal is they will, I believe, be less inclined to feel that it 
is somehow a stigma on a family reputation “to be known to charity” 
and that they should, therefore, only refer it to the charity organiza- 
tion society as a last resort. We want to have an opportunity to work 
with the more hopeful families. 

Moreover, because relief should be given as part of a plan, based on 
investigation, we believe that the nurse and the family will alike benefit 
if she refers a family before she has made up her mind what should be 
done, and then joins with the charity organization worker in making : 
plan. It is in the tendency to consider that codperation means “‘ doing 
what I ask” instead of ‘‘ deciding together what is to be done,” that the 
greatest obstacle lies. 

Where relief is given at all by the nurse, it should be strictly limited 
to relief to the sick person, relief that is in effect medicine. Relief to 
the family itself should be given by the family worker as part of the 
plan for strengthening the integrity of the home. Yet, even what is 
given to the sick person should usually come through the charity organi- 
zation society since rarely is it necessary to give even this help unless 
there are family problems that need treatment of another sort. 

The habit of working together may also be fostered through the 
Confidential Exchange and the Case Committee. 

Even in smaller cities there is now usually an exchange where are 
listed the names of the families known to each social agency. In many 
cities the nurses, as a matter of course, inquire of this exchange before 
visiting a new family. Thus other workers, such as probation officers, 
charity organization visitors, city poor relief officials can share the 
nurse’s knowledge of the medical situation and also benefit by her 
experience with the family. She, herself, will also gain by knowing, 
even in advance of her first visit, what other agencies are already 
interested, on whose codperation she can count. This common use 
of the Exchange means opening the door to all workers for conference 
and common understanding. 

I wish all nurses appreciated, too, the help they could give if they 
attended the case committee of the charity organization society, as 
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many of them do. Here nurse and social worker, physician, lawyer, 
clergyman and volunteer can together straighten out these tangled 
problems and reach jointly a wiser conclusion than could any single 
individual. Here is their opportunity to give the understanding of the 
medical point of view which we all need. 

We should also emphasize the obligation which rests on the family 
worker to come to such conference with an open mind, to recognize 
heartily the value of the special training of the nurse, and the vital 
importance of her judgment and that of the doctor as to what is needed 
to restore the family to health. 

Perhaps, also, I should define briefly what seem to me the medical 
responsibilities of the social worker. 

First, may I remind the nurses that it is today the policy of the 
medical profession to make their program of prevention intelligible 
to one who has had no medical training. Some of the best tuberculosis 
propaganda work is being carried on by laymen, and laymen are often 
superintendents of the large hospitals. The leaders in medical thought, 
recognizing the importance of a general understanding of their message, 
have deliberately sought the participation of the lay public. Good 
family workers, seeing the vital relation of this propaganda to the wel- 
fare of their families, have studied and absorbed much of this informa- 
tion. They know the general hygienic measures recommended for 
tubercular patients; they recognize the importance of early diagnosis; 
they are familiar with the problems presented by venereal disease and 
some of its results. Family workers also acknowledge a great debt 
to the doctors and nurses for teaching them the physical origin of 
many social weaknesses, for making them realize that such manifesta- 
tions as laziness, irritability, and instability may be due to physical 
or mental ills. Knowing these facts and being in the habit of consider- 
ing the problems of the families under their care from all angles, they 
are rightly on the watch for appearances of ill health and anxious to 
see that medical care is promptly arranged for. When a nurse is 
visiting the family this should, of course, be left to her after conference. 
When no nurse is visiting the family and the patient is able to be about, 
the social worker may perhaps assume responsibility for securing a 
medical examination and treatment promptly. She should, of course, 
not even suggest a diagnosis, but should refer the family at once to a 
competent medical authority. 

So far we have been discussing the relation of the nurse to the social 
worker in the treatment of individual family problems. With the 
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growth of social work in smaller cities there is coming to the fore an- 
other phase of the question, namely, the relation between the public 
health nurse and social worker in the development of general community 
programs, and the attitude of each toward the work of the other in 
places where only one is present. 

To take the second question first, there is, I think, no doubt that 
both forms of service are essential in every town with a population of 
10,000 or more and that this fact should be clearly recognized by 
both groups. It goes almost without saying that adequate care for 
the needy sick ought always to be provided. It is equally true, though 
not quite so obvious, that there is need of someone to concern herself 
with the problems of needy families. Even in semi-rural communities 
we find children growing up under most distressing conditions which 
really give them no chance in life. In the course of the surveys of 
small cities, made by this Association, it has been found that even in 
towns of 5,000 population the need of a health worker and a social 
worker was absolutely demonstrated. Morristown, New Jersey, with 
a population of 4,000 and with two nurses, had 70 families which 
showed clearly developed social problems. The social worker who 
has since gone there has found more family problems and other tasks 
which have kept her hands full. 

Every worker ought, therefore, to feel to the full the value of both 
kinds of work and be prepared to urge their importance on the com- 
munity. So clearly does the family worker feel the need of medical 
care that again and again it has been the Charity Organization Society 
which has started community health work. In one suburban town of 
10,000 a social welfare agency, as part of its first year’s work, persuaded 
the Board of Health to secure a trained nurse as school and infant 
welfare nurse. In another mid-western city of about the same size, 
the Charity Organization Society is leading the fight for a county 
public health nurse. On the other hand, the Associated Charities in 
Savannah grew out of the work of a tuberculosis association which 
came into contact with family needs quite outside the scope of its 
educational work. 

A call has just come to the American Association of Societies for 
Organizing Charity from a school nurse, for a field visit to help organize 
a charity organization society in a small city. Trained in the Medical 
Social Service Department of a city hospital she had learned to recog- 
nize the existence of family problems with which she had neither 
the time nor the training to deal. In fact, we have often noted that 
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the nurses who have had training and supervision in strong visit- 
ing nurse associations or medical social service departments such as 
those in Chicago, Cleveland and Boston, have been most aware of the 
value of trained social workers and most helpful in awakening the 
consciousness of the need for it in the communities to which they go. 

In contrast, there was one community where the nursing organiza- 
tion was so absorbed in the aspect of social need which most concerned 
it that it multiplied the number of its own staff until there were six 
or eight nurses in the field, yet never saw that, just to further its own 
program if for no other reason, it should encourage the community 
to start a society to help in solving and preventing the family problems 
which were breeding disease as well as misery. 

To urge a town to secure a worker from the other group need not 
always mean to advise that a new organization be started, for sometimes 
these two closely related activities may well be carried on under the 
direction of one board. With that in mind we have often advocated 
in small cities the formation of a social welfare league to undertake 
whatever kind of social service proved needed. What does seem to 
me essential is that in each community there should be one worker 
with a nurse’s training and one worker with training in family 
rehabilitation. 

Whether a community has a public health nurse or a social worker 
first will be largely a matter of chance, but so closely are the two fields 
interwoven that I believe either worker who is on the ground first 
should not be content until the community has seen the need of the 
other type of work and secured a worker trained for it. 

There are two reasons for this. One is that the health and social 
welfare of families are so interwoven that neither can be secured without 
the other. The second is that by virtue of its form of organization and 
general scope of work the charity organization society can often be of 
the greatest value in securing community action on health, housing 
and other related subjects. 

The other half of the charity organization program is, in fact, just 
this: That out of its knowledge of the problems and needs of individual 
families it shall come to see the community conditions which make 
and keep people poor, and that through its volunteers, its board of 
men and women, its special committees and the nurses and social 
workers with which it is in daily coéperation, it shall arouse public 
interest in overcoming these conditions. When health work is done 
by the city government itself, it is especially in need of the interest 











Inter-Dependence of the Nurse and Social Worker 29 


and enthusiastic support of such a group of citizens if it is to go on 
developing its own program. I may instance a survey, initiated by the 
Associated Charities of Newburgh, as a result of which the Board of 
Health has mapped out a new and constructive health program. In 
a southern city the Council of Social Agencies has a special committee 
which may finance a health survey as a basis for re-organizing the 
work of the Health Department. Private social agencies, knowing 
the needs and caring for the welfare of the poor, are the best allies 
which the public health nurses can have. They will, therefore, further 
their own task if they seek the creation of such agencies where none 
exist. 

In general, when the public health nurse is equipped for it, to her 
should fall the leadership in health propaganda, leaving to the social 
worker the leadership in more general social programs. Sometimes, 
however, when the visiting nurse has had no training or experience 
outside of her regular hospital course, even in health matters, at least 
partial responsibility will rest with the social worker. 

Certainly the most effective propaganda is that in which social 
worker and nurse have jointly mapped out a program based on their 
common knowledge of a community’s needs and have jointly educated 
the public to accept and support it. When each understands her own 
work and that of the other in its larger relationships, sympathy and 
joint endeavor toward the common goal inevitably result. 








THE LIMITATIONS OF PUBLIC HEALTH NURSING 


By EDNA L. FOLEY 


Once upon a time an anxious parent telephoned a hospital and 
asked for a nurse for a sick child. He wanted a good woman, fond of 
children, kind to animals, considerate to servants, low-voiced, tactful, 
gentle, strong-backed, French-speaking, and Baptist if possible. That 
she should know something about nursing did not seem to have occurred 
to him. We all know the classic answer of the impatient hospital 
superintendent. Are not some of the demands being made today 
upon the nursing profession for workers in the public health field 
almost as absurd? Organizations are rarely asked to provide good 
nurses, women thoroughly trained in surgical and medical nursing 
with the accompanying mental equipment furnished by years of study 
and practice in a good general hospital. This nursing ability and 
knowledge is taken for granted or minimized. What is really desired 
is a good mixer, a trained public speaker, an expert book-keeper, an 
office manager, a teacher of first aid to debutantes, or of hygiene to 
grade children, an experienced truant-officer, an almoner, a probation 
officer, a substitute for a factory physician, an employing agent, a 
tenement inspector. True, experience as some sort of a visiting nurse 
is desired or insisted upon, but personality plus many or all of these 
other requirements is given first place. 

In fact, the graduate nurse seems to be the only individual trained 
to do one thing but expected, when once possessed of a hospital diploma, 
to do everything and to do it cheerfully and well. The pupil nurse is 
trained to give care to sick people within the walls of a hospital—a 
building more or less equipped for this one thing. She is not even 
especially well prepared for nursing in private homes, though doubt- 
less 75 per cent of our pupil nurses are planning to start their profes- 
sional careers by doing private nursing. 

Until within the last two or three years, the pupil nurse heard 
much more about ill health than health—recently she has been given 
an opportunity to learn something about public health and public 
health nursing. In time, she may even be allowed elective work in 
the field of her choice, for in these days of intensive specialization, it 
is futile to think that any but the super-nurse can be equally efficient 
in institutional, private, or public health nursing. 
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In fact, the young nurse is in much the same position that the 
college graduate finds herself—expected to teach well but totally 
unprepared for teaching. Ten years ago, probably 85 per cent of all 
college women who planned to become self-supporting, turned to teach- 
ing, not because they were equipped to teach but because it seemed 
the obvious thing to do. The nurse, however, has this handicap 
over the college woman. Her training is a technical one, supposed to 
equip her for definite work, whereas a college doesn’t promise its 
graduates any immediate means of livelihood. A college woman may 
take time to equip herself for some field of social endeavor, but the nurse 
is considered equipped until she demonstrates that the hospital care 
of a malnutrition baby is not the only preparation needed in infant- 
welfare work. 

Nurses work under a second handicap when we consider that ‘‘Do 
it now” is the constant cry in the ward, clinic, or operating room. 
“‘Stat’’ orders which must be carried out immediately are so a matter 
of routine that the very great deal of “watchful waiting’ that is done 
in observation of both symptoms and conditions is forgot in the rush 
of the ‘‘system.’”’ To agonized friends, physicians and nurses may seem 
slow and disinterested, but the average hospital interne and nurse are 
expected to do twelve hours’ work in eight hours’ time. Therefore 
quantity sometimes takes precedence over quality and the expedient 
rather than the fit thing must be done. Hence a nurse fresh from 
this atmosphere finds the relief-visitor, the court-worker, or the teacher 
almost fatally slow in their ability to grasp the salient needs of her 
particular family or patient. Because to her, starvation or freezing 
seem imminent and either or both spell death, she cannot see the prob- 
lem as much bigger than a food and coal affair. 

Consequently, a graduate nurse is not a public health nurse nor 
yet a trained social worker. She has made a good beginning but she 
has much to learn before she can qualify in either of these fields. Not 
long ago an eminent statistician was greeted with applause when he 
announced to a large audience that “we are all social workers, or should 
be.”” Granted that we should all be big enough to substitute social 
for personal service occasionally, are we not in danger of losing sight 
of the significance and value to our patients of a long course in social 
training if we are all, by election, social workers, nurses, teachers, or 
what-not? Is training, plus experience, of so little value that we can 
deceive ourselves by mere words? 

A pupil nurse who has had a month’s district work knows something 
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about public health nursing, but no vocational bureau would think of 
offering her a position requiring the skill, judgment, and training 
demanded by the average public health nursing position. Medically 
trained workers are very indignant when it is suggested that a non- 
medically trained worker who has had a social training is as good as 
the person who has had a three years’ hospital training; but are they 
consistent in their indignation when they are willing to believe that the 
nurse with no other preparation than her very conservative technical 
training is equal to the problems and importunities of relief or play- 
ground or dispensary social service work? 

For some time there has been both felt and outspoken antagonism 
between public health nurses and social workers. This has doubtless 
been brought about by the apparent looseness with which the terms 
have been used. Local misunderstandings have been aggravated into 
national misbeliefs. One ill-bred woman has been allowed to harm the 
social work of an entire community; or one poorly trained nurse has 
injured all good nursing for miles around because of her very apparent 
ignorance in both her chosen field and the field which she has insisted 
upon considering herself equipped to enter. Public health nursing as 
a profession for women, and especially for graduate nurses, has never 
been adequately defined; perhaps it never can be. A field whose bound- 
aries change so constantly and which makes such enormous demands 
on the equipment and ability of the workers entering it, can’t be 
measured in exact terms, nevertheless as public health nurses we can 
surely say that our aim is to care for the physical welfare of the indi- 
vidual, his family, and his community; that in so far as local housing, 
school, sanitary, and economic conditions interfere with this physical 
welfare, we are obliged to be interested in these conditions; but that 
we will only be interested in these conditions up to the point of bring- 
ing them to the attention of people whose duty it is to remedy them; 
and that we will not undertake work that legitimately belongs to any 
other existing agency, whether public or private. 

We rather despise the nurse who takes her political or religious 
convictions into a household in which she is welcome because of her 
nursing skill rather than for either of these other qualifications. Isn’t 
it just as logical to despise the nurse who insists upon giving material 
relief or legal advice when she has had no training which enables her 
to handle wisely this aspect of a case? Public health nursing is a 
big field. A good public health nurse is supposed to be well grounded 
in the principles of hygiene, bacteriology, physiology, sanitation, hous- 
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ing, and general nursing. This alone is no small foundation. The 
various ramifications of sociology are interesting, helpful, broadening, 
but a mere smattering of them without solid grounding in her own sub- 
jects does not create a well-trained public health nurse. Will not a 
public health nurse disappoint her community less and earn for her- 
self a well deserved position in the field of social science if she very 
frankly admits that she is not a Jack-of-all Trades but an individual 
trained along certain lines, notably those that enable her to codperate 
with other workers in a big field or to see the need for their services in 
a smaller field? 

The average American citizen is altruistic but provincial. He 
wants to obey to the letter the biblical injunction that his left hand 
shall not know what his right hand is doing. He wants the “needy 
and deserving”’ poor to have a better chance, nevertheless he is pro- 
vincial in that he believes his own method or his own town or his own 
church is better than anyone else’s and that his local conditions are 
peculiar. He can’t see that they are reproduced in thousands of other 
communities throughout the country. Nurses are average citizens, 
for our own training school and its methods, our own profession and 
its standards, come first. That other professions have a right to exist 
we may admit, but we are not yet convinced that they are as necessary 
as our own. Our national provincialism would not, perhaps, be so 
self-evident were we, as individuals, more cosmopolitan, more tolerant, 
more able to recognize good in people about us and the great need 
everywhere for more workers of varied talents and better training. 

It is footless to say that the public health nurse is the logical first 
social worker in any community. A good public health nurse is a 
desirable requisite in any community. If she happens to be the first 
worker, she shows her ability by persuading that community to throw 
open its doors to other trained workers rather than by making herself 
so indispensable to the community’s welfare that she is able to deceive 
both it and herself into thinking that she is the one and only worker 
needed. We are none of us big enough to work alone forever. In 
small communities, when much generalization must be practised, the 
nurse may have to do a little of everything, but she should avoid the 
danger of seeming to be ‘‘as good as” all the workers she must, of 
necessity, represent. In larger communities, the nurse who boasts of 
the amount of clothing or food she has dispersed, and the relief agent 
whose report shows that he has taken care of more sick than destitute, 
are disqualified by their own statements for the positions they are pre- 
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tending to fill. This dog-in-the-manger attitude which some nurses 
take toward social workers and which is usually returned with interest, 
is merely evidence of the littleness of both. 

This paper was not written in a spirit of criticism of medical or 
social workers, but because the mutual distrust which some groups of 
workers feel toward other groups is hampering good work in more than 
one community. Perhaps this distresses nurses more than it does 
other family workers; possibly it doesn’t; nevertheless, the family 
or the individual for whom our work is done is the most severe sufferer 
in the long run, and it is time that we realize that misunderstandings 
will no longer serve as excuses, locally or generally, for failure to do 
constructive social team work. ‘‘Codéperation”’ is a much abused word, 
but both public health nurses and trained social workers will achieve 
results more quickly when they learn to respect each other’s good 
intentions; when, as Mr. Dooley might say, “social workers know better 
sociology and public health nurses know better public health.” 

Some social workers need more thorough grounding in sociology 
and the principles of case work; some public health nurses need a much 
better training in everything that is required to make a good health 
worker rather than a good reliet worker. A knowledge of medical 
work for the social worker and of relief work for the medical worker 
as a side line, is both helpful and essential, but in our anxiety to define 
the functions of the other person, have we not rather ignored the 
perfectly legitimate boundaries of our respective fields? Nurses are 
so accustomed to hearing the old assertion that nursing as a profession 
is young, but as an art is as old as the hills, that they are apt to forget 
that the first nurses were friendly visitors and almoners and that we 
have simply made several departments of what was once one vocation, 
because our far more complex civilization makes it impossible for one 
worker to handle well all the problems that such a civilization entails. 

For every tale of woe that a public health nurse has to relate regard- 
ing a supposedly well-trained social worker, some equally trust-worthy 
social worker has a worse grievance against a supposedly well-trained 
public health nurse. Generalization from specific instances is danger- 
ous and stupid. The mistakes of both nurses and social workers might 
fill volumes but the good work accomplished by them as individuals or 
as fellow-workers would fill many more volumes. Do we ever stop to 
consider that we are all fallible human beings? We so seldom talk 
about each other’s good case work—we do, however, sometimes dis- 
cuss the mistakes of one individual as if they forever destroyed a 
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fundamental principle which we had all accepted as axiomatic. We 
shall never get anywhere by criticizing each other or by undertaking 
to do the other person’s work for her; but if we will stick a little more 
closely to our own knitting and report what seems to be the overstepping 
of the other worker to the proper authorities (not the first friendly 
ear that presents itself), we may, in time, help to develop two very 
greatly needed professions, that of the trained social worker and that 
of the trained public health nurse. We are not always fair to each 
other or to ourselves—both groups have representatives who are con- 
servative, intolerant, suspicious, and arrogant. Public health nurses 
as individuals and as a group are doing a fine piece of work throughout 
the country, but this can also be said of trained social workers. A 
community of five, ten, or fifty thousand that can get along without 
either the nurse, the relief worker, and last, but by no means least, the 
playground worker, is an Utopia that undoubtedly started out with 
these workers on its municipal pay rolls. 

The time has surely come for us to attempt a more positive defini- 
tion of the words “social worker,” ‘‘public health nurse,” “social 
service worker.’”’ But can we define these words unless we agree in 
all fairness and honesty that we will, by our very willingness to define 
them, set a definite limitation to our own field of usefulness? There 
is no one woman big enough to run a universe and do it well, no matter 
how tiny that particular universe is. We are each of us necessary, 
perhaps, in the scheme of things; but the most necessary person is the 
woman whose results show her value to her community. Statistics, 
annual reports, newspaper publicity, are all good in themselves, but 
in the last analysis they are not the only results which we must strive 
for if we are going to justify our contention that the public health 
nurse has come to stay. 

The public health nurse must “deliver the goods’’ by helping create 
a more intelligent public interest in health, public and private, individual 
and community. Just as the school nurses justify their employment 
by the reduced truancy and school exclusion figures—so the general 
public health workers must justify their communities’ expenditures 
by better care of the sick outside of institutions, less illness at certain 
periods of the year, greater comfort in the homes of the incurably ill. 
What the social workers must do to justify their existence may be 
safely left to the social workers; but the public health nurse who, 
without the special training in social work which equips her equally 
well for a position as social worker or health worker, asserts that she 








36 The Public Health Nurse Quarterly 


is just as good as or more logically necessary than the trained social 
worker, playground leader, or what not, is not merely displaying colossal 
ignorance but is harming a very large group of women who are exceed- 
ingly anxious to do their own work well, and to leave to others the task 
of completing work that does not necessarily fall into a definitely out- 
lined public health nursing field. 




















SUMMARY OF EDUCATIONAL REQUIREMENTS IN NURS- 
ING ASSOCIATIONS AND STATE LAWS 


By HELENA L. REDFERN 


The first attempt to establish definite standards of any national 
scope in the education of nurses was made when the American Society 
of Superintendents of Training Schools in framing its first Constitution 
in 1893 defined its qualifications for membership as follows: Members 
shall be graduates in good and regular standing from training schools 
connected with general hospitals giving not less than a two years’ 
course of instruction. A few years later, in 1898, this was amended to 
read ‘‘from training schools connected with incorporated well-organized 
general hospitals of not less than fifty beds, giving not less than two 
full years of training in the hospital.”’ The final words of this amend- 
ment “in the hospital’? show the efforts made by the Society to thus 
oppose the quite prevalent custom of sending pupil nurses out from the 
school into families during the period of training. This measure had 
been carried to great lengths and had become a serious injustice to 
the pupil (instances were on record where an entire year had been 
spent by pupils in nursing in private families) with the necessary loss 
to her of lectures, classes, supervision and actual training, and the 
infinitely wider experience which the hospital offered. A sturdy blow 
for good educational standards was thus struck by this society in mak- 
ing graduates of such schools ineligible for membership, and it is 
mentioned here as an interesting instance of the kind of influence 
which associations may exert. The establishment also of a standard 
of fifty beds in the hospital will be of interest when compared with the 
membership qualifications as they stand today, quoted from the 
transactions of this society (now the National League of Nursing Edu- 
cation) in 1916, “active members shall be graduates of training schools 
connected with general hospitals having a daily average of thirty 
patients or over, and continuous training in the hospital of not less 
than two years. This training must include practical experience in 
caring for men, women, and children together with theoretical and 
practical instruction in medical, surgical, obstetrical and children’s 
nursing. In those states where nurse practice laws have been secured, 
registration shall be an additional qualification.”” The membership 
embraces ‘‘superintendents and assistant superintendents of schools 
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of nursing and hospitals; instructors and supervisors in schools of nurs- 
ing; members of state boards of nurse examiners and head workers in 
various forms of social, educational and preventive nursing.” 

Membership in the National League of Nursing Education may be 
gained through the State League or individually. The requirement 
for membership through the State League is that the State League 
membership requirements shall accord with the requirements for individ- 
ual membership in the national organization. 

The American Nurses Association has struggled with a very com- 
plicated situation. As the Associated Alumnae of Trained Nurses it 
was organized in 1898 with a membership composed of charter members 
and alumnae associations of twenty-four representative training 
schools. According to its constitution active membership consisted 
of delegates representing alumnae associations of general hospitals, 
of not less than one hundred beds, giving not less than two full years of 
training in the hospital. One observes here an association of graduate 
nurses, following the lead of the Society of Training School Superin- 
tendents in opposing through its membership qualifications the cus- 
tom of sending pupil nurses out to private families during their course 
of training. The alumnae associations thus excluded from active mem- 
bership in this national association found themselves supplied with new 
and powerful support to be used in inducing hospitals to permit their 
training schools to abolish this great injustice to their pupils. It is 
of great interest to note how at the very outset our two great national 
associations were able to render conspicuous service to the mainte- 
nance of educational standards by upholding good membership re- 
quirements. The growth of state, county and city organizations and 
their need for suitable representation in the national body, led the 
Associated Alumnae to alter its comparatively simple form of member- 
ship and necessarily to change its title. Its requirements according 
to the latest revision are as follows: 


Membership in the American Nurses’ Association requires that members 
shall be in good standing in the state associations belonging to it: such members 
of the state associations being graduates of training schools connected with the 
hospitals giving continuous hospital training of not less than two years, or giv- 
ing an equivalent training in one or more hospitals. This training must include 
practical experience in caring for men, women, and children, together with 
theoretical and practical instruction in medical, surgical, obstetrical and chil- 
dren’s nursing. The daily average number of patients shall be that established 
by the state nurses’ associations in the states from which the applicants come. 
In those states where nurse practice laws have been secured, registration shall 
be an additional qualification. 
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The National Organization for Public Health Nursing is the latest 
association of national scope and was established in 1912 to meet the 
needs of the rapidly growing body of nurses engaged in this field of work. 
It is established on rather unusual lines and is not strictly speaking a 
professional organization. Its scheme of membership embraces 
several groups of widely different qualifications held together by their 
common interest in public health. The requirements are here given 
rather fully: Active members shall be graduates of hospitals of not 
less than fifty beds at the time of graduation and giving not less than 
two consecutive years’ course of training in general, medical, surgical 
and obstetrical nursing. Such training may be obtained in one or more 
hospitals. They shall be registered nurses if registration exists in the 
state in which they are at work, and they shall be eligible to member- 
ship in the American Nurses’ Association. 

Active corporate members may be organizations of almost any type 
provided they are engaged in public health nursing and provided also 
that their nursing staff is eligible for active membership. Such organi- 
zations are entitled to send delegates and to vote on certain questions. 

Associate membership is opened widely to any individual upon the 
payment of $3 to $25 annually without voting privileges. There are 
other forms of membership of minor importance. 

It will easily be seen that the Public Health Nursing Organization 
contributes to the maintenance of good educational and professional 
standards, first by its direct and definite requirements for active mem- 
bership, and indirectly by requiring that active corporate membership 
shall be limited to those associations employing only nurses meeting 
fully the regularly accepted standards for professional training. 

The American Red Cross since its reorganization in 1905, and largely 
through the Chairman of the National Committee on Nursing Service 
who is a trained nurse of distinction, has consistently upheld high 
professional requirements for enrollment in its nursing force. In this 
respect it stands somewhat alone in its unwillingness to trust the grave 
responsibilities and the complex tasks of nursing in war or similar 
emergencies to the more or less amateur bodies which have been char- 
acteristic of the nursing personnel of the Red Cross in some other 
countries. The following qualifications are required for enrollment 
as a Red Cross nurse—they appear to be both professional and personal: 
At least a two years’ course of training in a general hospital which in- 
cludes the care of men and has a daily average of at least fifty patients; 
the endorsement of the training school from which the applicant has 
graduated and registration if applicant is from a state where registra- 
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tion is provided by law; she must further be a member of an organiza- 
tion affiliated with the American Nurses Association and be endorsed 
by this Association; and finally, she must be recommended by a local 
committee on Red Cross Nursing Service and approved by the Chair- 
man or Vice-Chairman of the National Committee. 

The Red Cross Town and County Nursing Service introduces an 
educational qualification in calling for a minimum of two years of 
high school work. This must be followed by at least a two years’ 
course of training in a general hospital including the care of men, with 
a daily average of fifty patients during the applicant’s period of train- 
ing—provision is made here for certain deficiencies in training for 
which suitable experience may be accepted. Applicants must be 
registered if from states where registration exists. In addition to 
these requirements applicants must have had training or experience 
in visiting nursing or some other form of social service, and finally, 
they must be members of an organization affiliated with the American 
Nurses Association and bring the endorsements of this organization, 
of the training school from which they were graduated, and the institu- 
tions in which they received special training or experience. 

Turning to the forty-six state associations of graduate nurses we 
find in the requirements of the thirty which have responded to our 
request for information that five states appear to require a course of 
three years in training as a qualification for membership, fifteen specify 
that applicants shall be nurses of good standing, graduated from train- 
ing schools giving courses of training covering two or more years. 
The remaining state associations make no definite requirements for 
membership of a professional nature, but state that nurses applying 
must be of good character and graduates in good standing from hospi- 
tals giving courses of instruction satisfactory to the executive board. 
Nineteen states require applicants to be registered nurses, and three 
states will not admit nurses to membership unless they are members 
of their alumnae associations. Three other state associations accept 
only those who are members of county associations. Owing to our 
inability to secure the information asked for from several state associa- 
tions, the statistics offered here are of course imperfect and of slight 
use. The activities of state associations are interesting. While the 
original impulse toward legislation for the protection of educational 
standards in nursing came from the two early national associations, 
the actual work of securing and maintaining suitable laws became 
later the problem and responsibility of each state through its associa- 
tions of nurses. For the past twelve years this important work has 
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been the main line of effort in almost every state and it is needless, 
perhaps, to say that the securing of suitable laws is but one step in the 
progress of this movement. A considerable amount of machinery 
must be created to put such laws into effective operation and it must 
be constantly watched and tended to see that it is performing its 
function truly. Examining boards and their duties, inspectors and 
their province, training schools and hospitals with their manifold and 
pressing needs must all be brought into sympathetic codperation for 
the achievement of real and lasting results. Inadequate laws must 
be steadily strengthened, and all laws dealing with the education of 
nurses must be constantly and vigilantly watched over to safeguard 
that minimum (so pathetically poor in many states) which it has so 
far been possible to establish. Whatever other activities, therefore, 
that state associations may see fit to enter upon, and they are numer- 
ous and often publicly beneficent, there is one effort which they may 
never at any time abandon, and that is the protection of the educational, 
and thus the professional, interests of the nurses of that particular 
state. 

The summing up of requirements for registration in the forty- 
four states in which legislation has been secured appears to show, as 
far as we have been able to gather and measure them, that nineteen 
state laws require some high school work,—seven of these call for full 
high school, two for two years, ten for one year, and that in all these 
instances an equivalent is accepted. The standard of preliminary 
education in sixteen states is set at grammar school work or its equiva- 
lent, the remaining laws make no requirement, leaving the matter to 
be determined by the judgment of examining boards. There is wide 
variation in the powers granted to such examining boards and elements 
of great weakness are found just here. Nineteen of these boards are 
authorized to make such by-laws, rules and regulations as shall be 
necessary to govern the proceedings and to carry into effect the pur- 
pose of the law, provided these adopted rules and regulations are con- 
sistent with the law’s requirements. Other examining boards can only 
recommend certain requirements which there is no way of enforcing. 
The length of the course of training in twenty-five states is two years, 
in eighteen states three years, in one state two years and three months. 
Where the two years course only is required it is specified that pupils 
shall not be permitted to nurse in families outside of the hospital during 
the period of training and an additional attempt to protect the pupil 
from exploitation within the hospital as well as without is shown in 
the restriction of the time which a pupil shall be allowed to spend on 








42 The Public Health Nurse Quarterly 


special cases in the hospital to six months. States requiring a three 
years’ course of training specify that not more than three months may 
be spent by the pupil in private nursing outside of the hospital during 
the course of training. The persistency of efforts to utilize the pupil 
for the benefit of the hospital or of some person or persons connected 
with it, to her own disadvantage, is hardly anywhere better shown than 
in this long history of attempts to control them through associations of 
nurses struggling to preserve decent standards. For such training 
schools as are unable to offer satisfactory training in the subjects 
defined by law or by the ruling of the examining board suitable affilia- 
tions are required and these have usually proved of very great mutual 
value to the affiliating schools. When the systems of inspectorship 
and general educational direction are better developed the whole 
question of affiliation can perhaps be worked out from headquarters 
more advantageously than through the present rather groping and 
uncertain method. The subjects in which it is required that instruction 
be given are almost identical in the various states, and anatomy, 
physiology, bacteriology, hygiene, dietetics, materia medica, massage, 
medical, surgical, children’s and obstetrical nursing are practically 
universally called for. The theoretical study of contagious diseases 
is usually included in this, with the strong recommendation that practi- 
cal experience be secured whenever possible. In several courses of 
study as set forth by examining boards the additional subjects of chem- 
istry, sanitation, mental diseases, and diseases of the eye, throat, nose 
and skin are advised or suggested. Hardly a state fails to require or 
suggest the subject of Nursing Ethics; while the History of Nursing now 
appears in several of their lists of subjects. The general rulings of the 
examining boards places the passing grade at 70 per cent and requires 
applicants to reappear for examination in those subjects in which they 
failed to make this grade. The required daily average of patients 
ranges from thirty-five to five, ten being the most popular number. 
Twenty-five laws do not state either the number of beds or the daily 
average of patients required or desired. The school year usually 
recommended is eight months, from October 1 to November 1, the 
classes and lectures occupying from two to four hours weekly. It is 
further recommended that the time on duty be shortened as much as 
possible, and that adequate time be given the pupils for study. No 
definite stand, however, has as yet been taken on the highly important 
matter of hours of practical training. Since these hours may be, and 
in fact generally are such as to make the conduct of a satisfactory 
system of theoretical instruction extremely difficult, it is pertinent 
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to the whole subject of nursing education that these should come under 
statutory control. There appears to be no solid argument against 
such a measure and many obvious and substantial ones in its favor. 
The boards of examiners urge that the training schools select as superin- 
tendents and teachers only those nurses who are registered and who 
have had preparation which has especially fitted them for their impor- 
tant positions. The boards of examiners further recommend that the 
hospital afford proper facilities for conducting schools of nursing, i.e., 
class rooms, demonstration rooms, reference libraries, and adequate 
equipment for teaching purposes. Several of the states insist that the 
pupils be properly housed and that special attention be given to the 
conditions necessary for health, including proper food, ventilation, 
heat, recreation and sewerage. A further recommendation is that 
every school keep an accurate record of each pupil’s qualifications, 
including class work, practical work, and record of examinations, to- 
gether with the time spent in each service. 

One cannot study these painstaking efforts of the various examining 
boards and the associations of nurses which they represent without 
realizing the solid contributions which they are steadily making to 
standards of education in nursing. The whole character of hospital 
and training school work is being lifted and strengthened and while 
many forces are concerned in this effort, there must be accorded full 
recognition to the power in this direction of good legislation, well 
carried out, and to the constant stimulus and help provided by Na- 
tional, state and alumnae associations. 








A SERIES OF LECTURES ON PUBLIC HEALTH FOR 
STUDENT NURSES 


By CECILIA A. EVANS 


Epitor’s Norte: The following is the first of several papers to be contributed 
by Miss Evans, containing, in condensed form, the matter of a series of ten lec- 
tures which she is delivering to the students of five training schools in Cleve- 
land. These papers should be especially helpful just at the present time, when 
instruction on the subject of public health and the social aspect of disease is 
being included in the curriculum of many schools of nursing. 


I, INTRODUCTORY 


Public Health Nursing is a word which is used to describe the activi- 
ties of nurses in the field of public health. In this field are found school, 
tuberculosis, infant welfare, hospital social service, industrial, mental 
hygiene and general visiting nurses. Previous to 1912, the terms 
‘visiting’ nursing and “district”? nursing were used, but neither term 
was broad enough to fully or accurately describe the work as it was 
done. It was at the American Nurses’ Convention held in Chicago 
in 1912, that the nurses in the public health field organized the National 
Organization for Public Health Nursing and began to use the term 
Public Health Nursing. 

This public health field of nursing requires first of all, as perhaps 
you know, that the nurse in its ranks be a graduate of a hospital train- 
ing school in good standing; and that she be well trained in the care of 
the sick. It is not sufficient, however, that she be a good nurse only; 
she must also be a teacher of hygiene and of the prevention of disease. 
Then again she must be able to do more than nurse the sick and teach 
them how to get and keep well; she must look for causes outside the 
patient and the family and see what part the community plays in the 
matter of health and disease. It is possible, you know, that neither 
the patient nor his family are to blame for having typhoid fever or 
tuberculosis or even for being poor and shiftless and ignorant. The 
third requirement is, then, that she know her community and what 
there is about it that keeps the people from leading healthy, happy, 
useful lives, and it presupposes also that she know which organizations 
can and will help her. She is even responsible if she does not do all 
in her power to create or change public opinion with regard to important 
health matters. 
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Regardless then of what special branch of public health work the 
nurse is engaged in, we know that first of all she must be able to give 
intelligent nursing care in any kind of illness; second, that she must 
see the value and importance of teaching hygiene and the prevention 
of disease to as many people as can be reached; and third that she 
study the causes of disease with their related evils, and do all she can 
to eradicate them. 

For the present, we shall not go into the details of the work of the 
special bureaus of nursing, such as school, infant welfare, tuberculosis 
and others, but will take for consideration the work as found in a 
community where there is but one nurse. In order to better under- 
stand the difference between her work, done largely in the home, and 
your work in the hospitals, let us contrast the two. 

To begin with, you get your patient by having him brought to you. 
He either goes to the hospital of his own accord, or is sent in by his physi- 
cian if he has one, or by the city physician in the district; perhaps he is 
admitted through the dispensary of the hospital or perchance is brought 
in hurriedly from the street in an ambulance. When he gets time to 
reflect, he finds that he is away from home and friends, among strangers 
and unfamiliar surroundings. He may even in this moment of re- 
flection, be fearful of what is to befall him, or he may feel grateful that 
at last he has found relief from his pain. 

The public health nurse on the contrary finds her patient usually by 
going to his home. If he knows in advance that she is coming, all is 
well and good, but it frequently happens that she has to explain her 
coming when she arrives at the home. If she is kindly received, and 
she usually is, she finds out very soon who the doctor is. It is not 
unusual, however, to find that the family have not called one and 
they even think that the nurse will prescribe medicine and treatment. 
This, the nurse explains, she cannot do and she advises them to call 
a physician. If they cannot afford one, she tells them that she will 
ask the city physician to call. If the patient is able to get about, she 
advises him to go to the doctor’s office or to a dispensary as the financial 
condition of the patient warrants. The nurse does not, if possible, 
carry dangerously ill patients unless a physician is in attendance. She 
might, however, visit for the sake of giving instruction in such matters 
as proper ventilation, proper feeding of school children, better housing 
conditions, ete. without a physician being on the case. 

Another point of contrast is the ease with which you get written 
orders for your patient. The public health nurse has no end of diffi- 
culty in reaching the doctors. Some of them do not keep regular 
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office hours, some have no telephones, and others are so busy as sel- 
dom to be in their offices even when the nurse takes time to call. She 
often tries to reach the doctor by leaving a written communication for 
him either at the home or at his office while in the meantime she per- 
severes at the telephone. While the public health nurse knows fully 
well how important it is to get written orders, she is wholly unable to 
insist upon them and in order to get something done for her patient, 
she takes verbal orders over the telephone, writes them down as she 
gets them, and trusts to the kind Providence that all will go well. 

Perhaps the most conspicuous contrast is that in equipment. In 
the hospital you have everything at hand to work with—medicines, 
bath-tub, hot and cold water, conveniences for giving treatments, 
easy means of disposing of waste, an abundance of clean linen and 
plenty of food. The public health nurse must make the best of what 
she finds to work with. No home of whatever kind can be expected 
to have the supplies such as are found in hospitals, but frequently 
there are barely such necessities as water in the house, toilet easy of 
access, clean linen and enough covers for the beds, or properly pre- 
pared food and enough of it. 

We might also mention the attitude of the patient and how it 
differs when he is ill in the hospital from what it is when he is ill in 
his own home. In the hospital he does not question the authority 
of the nurse and, away as he is from home troubles, he responds well 
to treatment; while in his home, which is his kingdom, he asserts him- 
self, and rightfully, but often to his own detriment. Tact and per- 
suasion are the only weapons the public health nurse can use to get 
results in her work, for if she antagonizes her patient or some member 
of the family she may not be admitted to the home again. 

With these facts at hand we naturally ask, “If hospitals offer so 
many advantages, why not send all sick people to them?” To this 
question there are several answers. First, there are not enough hos- 
pital beds to go round even if the patients were willing to go. In one 
city of about 650,000 population, there are about 240 persons for every 
hospital bed. In the second place, all the sick people could not be 
persuaded to go to hospitals even if there were beds, because of a fear 
which they have of hospitals. In the third place, it is not necessary 
that all cases be sent to the hospital, for the reason that many can be 
cared for as well, if not better, in their own homes. 

Some time ago it was estimated that in New York City only 10 per 
cent of the sick went to hospitals. In a sickness survey made in 1912- 
1913 of five districts in Dutchess County, New York, selected for their 








A Series of Lectures on Public Health 47 


representative character and containing an aggregate population of 
about 11,800 people, 1600 cases of serious illness were found. It was 
estimated by the committee making the report that of this number 
1158 patients, or 72 per cent could have been cared for adequately in 
their own homes, had there been available medical and nursing service. 
Four hundred and forty-two patients or 28 per cent could not have been 
cared for adequately at home largely because of the nature of the 
illness. It is estimated that of this number 133 could not have been 
cared for at home because of crowded and unsanitary housing con- 
ditions, low grade mentality, ignorance, shiftlessness and poverty. 

With the evidence which the Dutchess County survey presents in 
favor of caring for the sick in their own homes, let us see what the 
advantages are. In the first place, the nurse sees the patient in 
his natural surroundings. She sees him in his own home with 
the members of his family and discovers his attitude to them and 
theirs to him. She learns from the patient how he feels, how long he 
has been sick and what seems to him to be the cause. Often he does 
not know, but from different things the family tells, enough can be 
put together to discover that it is overwork, or financial worry or dis- 
sipation or several of a dozen different other things. She discovers 
what member of the family gives the care, what the care is and how 
worn out the family in general is. Almost unconsciously she notes 
the striking things about the home—the neighborhood, the house, its 
furnishings and general repair; its size and how it compares with the 
size of the family; the provision for light and air; the plumbing and 
fire protection and whether unclean or simply untidy. She learns 
almost without asking where he has worked, the particular kind of 
work he did, the hours, the pay—and whether there was enough of it 
to go around. She hears of his hopes for the children and for his 
wife and himself in their old days. She also discovers what are the 
family’s recreation and religious worship and the general standard of 
living. All of this gives her opportunity to do much more than give 
the nursing care indicated. With the aid of other agencies in the 
community, she can straighten out the situation, at least to some extent, 
whether it be due to lack of sufficient income, to poor health, to weak 
discipline in the home, to unsuitable employment or what not. 

Going into the homes as she does also gives her an unusual oppor- 
tunity to teach the family how to live more heathful lives. It must be 
done casually and most kindly, of course, so that the family will hardly 
realize that they are being taught, for as some one has well said, ‘“‘Teach 
man as if you taught him not,” ‘‘Teach things unknown, as things 
forgot.” 
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Thus far we have discussed public health nursing as we find it 
today, but in order to appreciate the situation of today we must see 
it in relation to its past as well as in relation to the whole public health 
movement. The past of public health nursing really dates back cen- 
turies, but for our present purposes we will consider only the modern 
movement which began in Liverpool, England in 1859. Those were the 
days when training schools for nurses were just coming into existence, for 
previous to that, hospital experience without any real training was 
all that was known. Like all other big and important movements 
it began to spread, to other parts of England and then to the United 
States about 1877 and 1879, when unsuccessful attempts were made in 
New York City to establish the work. As early as 1813 in this country 
there had been societies for the care of the sick in their homes, but the 
are must have been given by women with hospital experience only, 
or with none at all, for at that time there were no training schools for 
nurses. In Boston finally in 1886, the Instructive District Nursing 
Association was founded and within two weeks Philadelphia reorganized 
the Visiting Nurse Society in existence since 1838, and thereafter 
graduate nurses were employed. Shortly afterwards, the work was 
begun on a substantial basis in Chicago, 1890, in Buffalo 1892, and in 
New York City, at the Henry Street Settlement in 1893. 

The work was started in almost every instance by a few interested 
persons who gave freely of time and money and interested their friends 
to give to the cause. Since then municipalities have realized their 
duty in the matter and have taken over a great deal of the work. In 
all our large cities, the school and tuberculosis nursing, now paid for 
from public funds, were formerly supported entirely by private funds. 

Public Health Nursing in Canada was begun in 1897 and now ex- 
tends from Nova Scotia to Vancouver. The work has also been ex- 
tended to New Zealand, Australia and some of the countries of Europe, 
and, while the form of administration differs from ours, the central idea, 
which is that of giving care to the sick in their own homes, is dominant 
in all. 

The relation of Public Health Nursing to the general public health 
movement is the next thing to be considered. We indeed lose much of 
our perspective if we do not connect our phase of the work with the 
whole health movement. Strange to say, as yet we have no National 
Health Bureau, the reason being that no president thus far has been 
willing to increase his cabinet by even one new member, such as the 
Secretary of the Department of Health would necessitate. At the 
present time the United States Public Health Service is in the Depart- 
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ment of the Treasury and, despite its inconspicuous place, persists in 
being one of the most important bureaus before the public. Perhaps 
the best index we have to the health of a nation is its death rate. For 
the registration areas of the United States since 1880 the death rate 
per 1000 of the population was as follows: 
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It is equally interesting to note how the death rate of the United 
States compares with that of other countries. 


Death rate per 1,000 of the population in 1912 
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* 1909 last report. 


By registration areas we mean the states in which registration laws 
with regard to deaths are of suitable character and are sufficiently well 
enforced to insure at least approximately complete returns; and in- 
clude, in addition, certain cities in non-registration states in which 
statistics of deaths are collected under effective local ordinances. The 
laws in operation were recommended by the American Public Health 
Association, The American Medical Association and the Bureau of 
the Census. In 1914 there were 21 states in the registration area and 
43 cities in 16 non-registration states. Ohio has been in the registra- 
tion area since 1909, and that means that all deaths in the cities and 
towns of Ohio are properly reported and recorded. In West Virginia, 
which is not in the registration area, according to the latest mortality 
statistics report, Wheeling, one of its cities is in because it has local 
ordinances which conform to the Census Bureau standard. Nebraska, 
another non-registration state, has two cities that qualify. 

The death rate, 13.6 per 1,000 of the population, is based on reports 
from the registration areas only. The population of the registration 
area is about 65,000,000, or over two-thirds of the entire population of 
the country. 
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The decline in the death rate is due, no doubt, to improved water 
supply, to better methods of sewage disposal, to cleaner streets, better 
housing laws, to more stringent regulation of food and dairy products, 
as well as to the discoveries in medical science and a better education 
of the general public regarding the importance of health. The decline 
in the following most prevalent diseases, per 100,000 of the population, 
is shown in the figures below, as given by the Census Report for 1914. 

















1900 1905 1910 1914 
I a clei i He Ga ine SGartaintye 35.9 27.8 23.5 15.4 
Diphtheria and croup........... ....| 43.3 23.6 21.4 17.9 
Tuberculosis of all forms................| 201.9 | 192.3 160.3 46.8 
ER titted cams canaanndanenvoink ead 180.5 | 148.8 147.7 127.0 
Diarrhea and enteritis under two years..| 108.8 | 97.0 100.8 66.0 





Certain other diseases are on the increase, as is shown by the fol- 
lowing tables, based also on 100,000 of the population: 














1900 | 1905 1910 1914 
es i fe ee! 
Organic heart I csstnsovevsnscend 123.1 | 143.8 150.4 150.8 
Cerebral hemorrhage.................... | 67.5 | 71.6 73.7 77.7 
ARE a ee eee | 89.0 | 103.4 99.0 102.4 





With the noticeable decline in tuberculosis, diarrheal diseases of 
children and typhoid fever, in which campaigns nurses have taken so 
active a part during the past ten or twelve years, it makes us hopeful 
that still larger results can be accomplished if we but persevere and 
keep our faith. 

(To be continued) 











A SERIES OF LECTURES ARRANGED BY THE PHILADEL- 
PHIA LEAGUE OF NURSING EDUCATION 


The Philadelphia League of Nursing Education, believing that it 
would be of advantage to the nurses in training if a series of lectures 
on Public Health and Social Service problems could be presented to 
all training schools in the city and vicinity, arranged for such acourse 
to be given by people thoroughly conversant with the subject. As 
such people could not be obtained for fifty-five schools, it was decided 
to have the lectures given to groups of students, and four hospitals 
were selected in different parts of the city, where these lectures might 
be given. A committee was appointed to select the topics, arrange the 
schedule of dates and secure the speakers. Thus far they have met 
with approval, the attendance each week at each hospital averaging 
about 200 students. A few of the lectures were given to all of the 
schools at one time, the attendance at these particular lectures being 
approximately 700 pupils. 

The lectures are divided as follows: 

(a) Social Aspects of Special Disease Problems. Introduction, 
“An Historical Survey of the Development of Public Health Work” 
(by Miss Crandall); Venereal Diseases; Mental Diseases; Dietetics in 
Relation to the Family Budget; Alcohol and Drugs; Unmarried Mothers; 
Tuberculosis; Blindness and the Midwife Problem; Diseases of Chil- 
dren; Occupational Diseases. 

(b) Types of Public Health Nursing. Introduction, ‘‘The Place 
of the Public Health Nurse in Society” (Miss Crandall) ; Medical Social 
Service, Mental Hygiene Nursing; Infant Welfare Nursing; Tuber- 
culosis, Industrial Nursing; Rural Nursing, Visiting Nursing; School 
Nursing. 

(ce) Social Problems. Introduction, (Miss Crandall); Immigration; 
Housing and Standards of Living; Labor Conditions; Recreation; 
Defectives and Delinquents; Problems of Relief; Social Statistics; 
Social Agencies; Health Agencies; State Registration; Nursing Organiza- 
tions; Review—Correlation of Series of Lectures with the Practical 
Education of the Nurse (Miss Crandall). 

The following is the bibliography to be used in connection with 
this course of lectures: 


The Great White Plague, Otis. 

The Prevention of Tuberculosis, Newsholme. 

Tuberculosis—a Curable and Preventable Disease, Knopf. 

The Tuberculosis Nurse, Her Functions and Her Qualifications, La Motte. 
Hygiene and Morality, Dock. 


A New Conscience for an Ancient Evil, Addams. 
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Publications of the American Social Hygiene Association, 105 W. 40th Street, 
New York City. 

The Task of Social Hygiene, Havelock Ellis. 

Publications of the National and New York Committee on the Prevention of Blind- 
ness, 130 E. 22nd Street, New York City. 

Infant Mortality Series, Published by the Federal Children’s Bureau, Washing- 
ton, D. C. 

Publications of the Bureau of Child Hygiene, Department of Health, New York. 

Youth, Its Education, Regimen and Hygiene, Hall. 

Reports of the American Conference for the Study and Prevention of Infant Mortality. 

Modern Industry, Kelly. 

Woman and Labor, Schreiner. 

Occupational Diseases, Thompson. 

Diseases of Occupation, Oliver. 

Medical Inspection of School Children, Gulick and Ayres. 

Medical Inspection of School Children, Cornell. 

Publications of the Children’s and Education Department of the Russell Sage Foun- 
dation, 130 E. 22nd Street, New York. 

A Mind That Found Itself, Beers. 

Publications of the National Committee on Mental Hygiene, 50 Union Square, 
New York. 

New York State Committee on Mental Hygiene, 105 E. 22nd Street, New York. 

Dependents, Defectives and Delinquents, Henderson. 

Feeblemindedness, Goddard. 

Heredity in Relation to Eugenics, Davenport. 

Modern Treatment of Mental and Nervous Disorders, White and Jeliffe. 

Visiting Nursing Manual, Foley. 

The Public Health Nurse Quarterly. 

The House on Henry Street, Wald. 

Social Work in Hospitals, Cannon. 

Social Service and the Art of Healing, Cabot. 

Proceedings of the National Conference of Charities and Corrections. 

The Spirit of Social Work, Devine. 

Principles of Relief, Devine. 

Misery and Its Causes, Devine. 

The Normal Life, Devine. 

Democracy and Social Ethics, Addams. 

The Spirit of Youth and the City Streets, Addams. 

Twenty Years at Hull House, Addams. 

The Spirit of Play, Lee. 

The Promised Land, Antin. 

On the Trail of the Immigrant, Steiner. 

Ebb and Flow of the Immigrant Tide, Steiner. 

The Melting Pot, Zangwill. 

Standards of Living, Streightoff. 

Poverty, Hunter. 

Social Insurance, Seager. 

Sociology and Modern Social Problems, Elwood. 

Housing Reform, Veillier. 

The Survey. 








INFANTILE PARALYSIS 
By ELIZABETH GREGG 


Dreadful as has been the epidemic of infantile paralysis in New 
York City and adjacent territory, it will doubtless prove a blessing 
to future generations in view of the seriousness with which all branches 
of the medical profession have set to work to discover its cause and 
treatment; how to combat it successfully; and how best to treat the 
prolonged invalidism that often follows in the wake of such attacks 
and frequently results in varying degrees of paralysis. 

It seems that the term ‘poliomyelitis’ is not entirely correct and 
that ‘Anterior Poliomyeloencephalitis’” would be the correct patho- 
logical name, but this is so impossible for every day parlance that 
‘“‘Infantile Paralysis’’ is considered the best general term for general use. 

It is a general infection that probably enters the body through the 
upper respiratory tract, is carried by the blood and has the most marked 
results in the nervous system. It is not clear just how the damage is 
done to the nerve cells, whether by the direct action of the virus on the 
nerve cells or by pressure on the cells from the minute hemorrhage and 
oedema due to the inflammation which the organism produces in the 
brain and spinal cord. 

An early diagnosis is difficult because at the onset there is nothing 
characteristic to distinguish it from many other infectious diseases, 
in which the early symptoms are very much alike. It may resemble 
a gastro-intestinal attack or an ordinary cold and influenza, or the 
beginning of scarlet fever or measles, and can only be definitely de- 
termined at such times by an examination of the spinal fluid obtained 
by lumbar puncture. Paralysis may set in at any time from about 
twelve hours to four or five days from the onset and may be general 
or localized. It most frequently occurs in one or both of the lower 
extremities but may be found in any part of the body. It often mani- 
fests itself in very slight facial paralysis or strabismus; at other times, 
it is entirely obscure as that of the larynx or diaphragm. Usually 
before paralysis sets in there is marked nervous irritability and sleep- 
lessness, but there are many cases known as the abortive type—that 
are not followed by paralysis 





although such patients often show, 
during convalescence, suspicious muscular weakness. 

It is a disease mostly confined to childhood, though adults are not 
immune and are frequently affected. Children between the ages of 
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one and five years are most susceptible, from 70 to 80 per cent of cases 
occurring during this period of life. It may also occur at any season 
but is most frequent from June through October. 

The microérganism causing the disease can only be positively 
determined when it produces poliomyelitis in inoculated monkeys, 
and this same organism has been found in cases that have died of the 
disease—not only in the nervous tissue but in the mouth and nose. 
Experiments have also shown that well persons may harbor the germ 
in their noses and throats and thus act as “carriers’’ and transmit the 
disease to others. The lack of any method of detecting “carriers” 
is the chief difficulty in controlling epidemics. 

The same precautions, therefore, as in other infectious diseases are 
necessary and discharges from nose and mouth should be received in 
cloths which should be burned or disinfected in a 2 per cent carbolic 
solution. Bed linen or personal clothing should be immersed in water 
at once and boiled. 

The quarantine period has been set at six weeks, during which time 
the patient should be isolated in a room that is screened from flies; 
and those having contact with the patient should be kept under observa- 
tion for two weeks from date of such exposure; this being the time 
set as the period of incubation. These are necessary precautions in 
the face of the limited knowledge of the disease or the means by which 
it is spread. 

At the present time no treatment is known that will ward off paral- 
ysis—the trial of a serum from the blood of those who have at one time 
suffered with poliomyelitis is still in the experimental stage and the 
results are not yet such as to confirm its value in abating the destruc- 
tive powers of the organism on the nerve centers, or in producing im- 
munity. When this paralyzed condition, or even a weakened state of 
the muscles has set in, complete rest for five or six weeks is of the ut- 
most importance. The limb should be protected from the weight of 
the bedclothes by hoops or cradle, and supported by pillows or pads 
to prevent strain on the impaired muscle and to give greater comfort to 
the patient. Electricity and massage is thought to be harmful rather 
than of value at this time and when massage is begun it must be 
very carefully and gently given. 

There have been so many inquiries from nurses concerning the 
after care of infantile paralysis in connection with this epidemic, that 
it may not be amiss to explain the joint action of the city authorities 
and a number of public spirited philanthropically inclined people who 
realize the necessity of organized supervision of the little helpless 
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victims, in order that they might receive treatment that would have 
every chance of proving successful; a result sometimes requiring years 
for its accomplishment. 

A helpless child in a poor household with an ignorant or overworked 
mother, is apt to be neglected, and for this reason this Committee on 
After Care, proposed that nurses should visit these cases at their homes 
monthly, and report back on conditions and as to whether treatment 
of the child was being continued. 

The success of after care depends largely on its continuance until 
results are obtained. There is some difference of opinion among medi- 
cal men astothe methodsof after treatment, but a very interesting phase, 
new to nurses, is that of muscle training—a series of exercises to restore 
the functions of the atrophied muscle. This treatment may be given 
by a nurse or masseur trained in the process and under the direction 
of a man skilled in orthopedics; but it has to be skilfully given, as it 
will work to the detriment rather than the improvement of the muscle 
if not properly administered. 

A system of measurements, by means of a spring balance, has been 
worked out in order to measure the degree of improvement or impair- 
ment taking place in the muscle under treatment. 

According to Dr. Robert W. Lovett in his Treatment of Infantile 
Paralysis, electricity and dry heat are valuable helps in after treatment, 
in that they increase the flow of arterial blood to the affected part 
and thus improve its circulation and nutrition, but he advocates muscle 
training as a series of exercises that set in operation the function of the 
muscle. 

This epidemic of 9418 cases and about 2000 deaths that has swept 
over New York has been a sore affliction to thousands of homes, but 
if it has permanently aroused a certain class of people to a knowledge 
of hygiene and sanitation that would otherwise be oblivious to their 
benefits, it has been a means of education that will bring returns in greater 
healthfulness to the community, than years of instruction under more 
comfortable and less dangerous conditions could effect. It will doubt- 
less also be the means of scientific advance in our knowledge of the 
disease, 
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(Continued) 


IV. SCHOOL NURSING, WELL-BABY NURSING AND MATERNITY NURSING 


Widely different as these three forms of public health nursing are, 
the subject they represent and the ideals for which they exist are 
identical. So many experiments have been made and so much has 
been accomplished by organized public health nursing for children that 
it has seemed to me better to consider the broad general subject ‘The 
Health of Children” in its relation to public health nursing than to 
elaborate, in two separate papers, the many methods of organizing 
and carrying on School Nursing and Baby Hygiene work. 

In order to understand the present situation we must review the 
years that led up to the introduction of nurses into our public schools 
and to the establishment of Baby Stations with the special “visiting 
nurses” attached to them. 

The relation of school nursing to medical inspection in schools 
requires a few words of explanation. 

First, however, we must understand the purpose of medical in- 
spection. The following is a quotation from Medical Inspection in 
Public Schools by Gulick and Ayres.! 


We endorse legislation providing for the medical inspection of schools, be- 
cause extended and varied experience has demonstrated that efficient medical 
inspection betters health conditions among school children, safeguards them 
from disease, renders them healthier, happier and more vigorous, and aims to 
insure for each child such physical and mental vitality as will best enable him to 
take full advantage of the free education offered by the state.’’—Eztract from 
Resolutions adopted by the Conference of State and Provincial Boards of Health, 
Los Angeles, June 30-—July 1, 1911. 

Medical inspection is a movement national in scope in England, France, 
Germany, Norway, Sweden, Austria, Switzerland, Belgium, Japan, Australia 
and Tasmania. It is found in the more important cities in Denmark, Russia, 
Bulgaria, Egypt, Canada, Mexico, the Argentine Republic and Chili. In the 
United States regularly organized systems are in force in nearly one-half of the 
cities, while a beginning has been made in nearly three-fourths of them. 

Medical inspection of schools had its inception some eighty years ago, and 








1 Medical Inspection in Schools, Gulick and Ayres, published, 1913. 
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during the past quarter of a century it has assumed the proportions of a world- 
wide movement. It is found in all the continents and the extent of its devel- 
opment in different countries is in some measure proportionate to their degree 
of educational enlightenment. 

Clear distinction must be made between medical inspection, solely for the 
detection of communicable disease, and physical examinations which aim to 
discover defects, diseases, and physical abnormalities. The former relates 
primarily to the immediate protection of the community, while the latter looks 
to securing and maintaining the health and vitality of the individual. 

Medical inspection for the detection of contagious diseases may well be a 
function of the board of health, for it aims at the protection of the community. 
Physical examination for the detection of non-contagious defects should be con- 
ducted by the educational authorities, or at least with their full coéperation, be- 
cause they are made for educational purposes. The records of physical examina- 
tions must be constantly and intimately connected with school records and 
activities. They do not need to be connected with other work of the board of 
health. 

At the beginning of the year 1912, seven states had mandatory laws providing 
for medical inspection, 10 had permissive ones, and in two states and the District 
of Columbia, medical inspection was carried on under regulations promulgated 
by the state boards of health and having the force of laws. 

Professor William Osler, the distinguished English physician, is credited with 
saying in regard to the work of medical inspection in England, ‘‘1f we are to have 
school inspection, let us have good men to do the work and let us pay them well 
It will demand a special training and a careful technique.’’ 

The school nurse is the most important adjunct of medical inspection. She 
is the teacher of the parents, the pupils, the teachers, and the family, in applied 
practical hygiene. She is the most effective possible link between the school 
and the home. 

Dental inspection is rapidly becoming age of the most important branches 
of medical inspection. First in Germany, next in England, and more recently 
in the United States, dental inspection has been inaugurated and school dental 
clinics established. The work is now being carried on in nearly 200 American 
cities. 

In terms of financial expenditure, the cheapest sort of medical inspection 
consists of examinations conducted by teachers for the discovery of defects of 
vision and hearing. These involve only the added expense of the simple printed 
material required. Inspection by physicians for the detection of contagious 
diseases costs about 10 cents per child per year. Systems including both inspec- 
tions for contagious diseases and examinations to detect physical defects cost 
on the average about 25 cents per child per year. Where school nurses are em- 
ployed, the average per capita rate is about 30 cents per child per year, and this 
may probably be regarded as a minimum cost for adequate and efficient work. 

In foreign countries complete physical examinations are usually conducted 
only two or three times in the course of the child’s school career. In this country 
most cities attempt to conduct such examinations every year and frequently 
fall far short of accomplishing their aim. A conservative standard efficiently 
maintained is better than a high ideal that is never reached. 

In American cities having relatively efficient systems of medical inspection, 
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the number of defective pupils receiving medical treatment as a result of the 
examination ranges from about 10 per cent to about 50 per cent. In England the 
work is more efficient and from 20 per cent to 70 per cent of the defective chil- 
dren receive remedial treatment from physicians, oculists, or dentists. 

Medical inspection is essential in country districts as well as in large cities, 
and in rich communities as well as in poor ones. The locality has yet to be dis- 
covered in which the medital inspection of school children in unnecessary or 
undesirable. 


In 1894 Boston introduced medical inspectors into her public schools. 
Fifty doctors were appointed after a series of epidemics had swept 
through the city. 

Chicago followed in 1895, New York in 1897 and Philadelphia the 
next year. 

Four principal features of school inspection are: 

I. Medical examination conducted by doctors for detection and 
exclusion of contagious diseases. 

II. Examination conducted by teachers for detection of defects 
of vision and hearing. 

III. Examination conducted by doctors for detection of defects 
of vision and hearing. 

IV. Complete physical examination by doctors. 

So far as it went, this—the appointment of medical inspectors— 
was a move in the right direction. Its limitations and defects became 
apparent presently and school nursing in the United States found its 
origin where so many valuable movements have begun—at the Henry 
Street Settlement in New York.? Miss Wald’s own description of this 
follows: 


I had been downtown only a short time when I met Louis. An open door in 
a rear tenement revealed a woman standing over a washtub, a fretting baby on 
her left arm, while with her right she rubbed at the butcher’s aprons which she 
washed for a living. 

Louis, she explained, was ‘‘bad.’’ He did not ‘‘cure his head,’’ and what 
would become of him, for they would not take him into the school because of 
it? Louis, hanging the offending head, said he had been to the dispensary a good 
many times. He knew it was awful for a twelve-year old boy not to know how 
to read the names of the streets on the lamp-posts—but ‘‘every time I go to school 
Teacher tells me to go home.’’ 

It needed only intelligent application of the dispensary ointments to cure 
the affected area, and in September | had the joy of securing the boy’s admit- 
tance to school for the first time in his life. The next day, at the noon recess, he 





2 The House on Henry Street, by Lillian D. Wald, published by Henry Holt 
and Company, New York, 1915. 
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fairly rushed up our five flights of stairs in the Jefferson Street tenement to spell 
the elementary words he had acquired that morning. 

It had been hard on Louis to be denied the precious years of school, yet one 
could sympathize with the harassed school teachers. The classes were over- 
crowded; there were frequently as many as sixty pupils in a single room, and 
often three children on a seat. It was, perhaps, not unnatural that the eczema 
on Louis’s head should have been seized upon as a legitimate excuse for not 
adding him to the number. Perhaps it was not to be expected that the teacher 
should feel concern for one small boy whom she might never see again, or should 
realize that his brief time for education was slipping away and that he must go 
to work fatally handicapped because of his illiteracy. 

The predecessor of our present superintendent of schools had apparently 
given no thought to the social relationship of the school to the pupils. The 
general public, twenty years ago, had no accurate information concerning the 
schools, and, indeed, seemed to have little interest in them. We heard of fla- 
grant instances of political influence in the selection and promotion of teachers, 
and later on we had actual knowledge of their humiliation at being forced to obtain 
through sordid ‘‘pull’’ the positions to which they had a legitimate claim. 1 
had myself once been obliged to enter the saloon of N-the alderman of our dis- 
trict, to obtain the promise of necessary and long-delayed action on his part for 
the city’s acceptance of the gift of a street fountain, which 1 had been instru- 
mental in securing for the neighborhood. 1 had been informed by his friends 
that without this attention he would not be likely to act. 

Louis set me thinking and opened my mind to many things. Miss Brewster 
and | decided to keep memoranda of the children we encountered who had been 
excluded from school for medical reasons, and later our enlarged staff of nurses 
became equally interested in obtaining data regarding them. When one of the 
nurses found a small boy attending school while desquamating from scarlet fever, 
and, Tom Sawyer-like, pulling off the skin to startle his little classmates, we 
exhibited him to the President of the Department of Health, and 1 then learned 
that the possibility of having physicians inspect the school children was under 
discussion, and that such evidence of its need as we could produce would be help- 
ful in securing an appropriation for this purpose. 

I had come to the conclusion that the nurse would be an essential factor in 
making effective whatever treatment might be suggested for the pupils, and, 
following an observation of mine to this effect, the president asked me to take 
part, as nurse, in the medical supervision in the schools. This offer it did not 
seem wise to accept. We were embarking upon ventures of our own which would 
require all our faculties and all our strength. It seemed better to be free from 
connections which would make demand upon our energies for routine work out- 
side the settlement. Moreover, the time did not seem ripe for advocating the 
introduction of both the doctor and the nurse. The doctor, himself, in this 
capacity, was an innovation. The appointment of a nurse would have been a 
radical departure. 

In 1897 the Department of Health appointed the first doctors: one hundred 
and fifty were assigned to the schools for one hour a day at a salary of $30 a month. 
They were expected to examine for contagious diseases and to send out of the 
classrooms all those who showed suspicious symptoms. It proved to be a per- 
functory service and only superficially touched the needs of the children. 
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In 1902, when a reform administration came into power, the medical staff 
was reduced and the salary increased to $100 a month, while three hoursaday 
were demanded from the doctors. The Health Commissioner of that administra- 
tion, an intelligent friend of children, now ordered an examination of all the 
public school pupils, and New York was horrified to learn of the prevalence of 
trachoma. Thousands of children were sent out of the schools because of this 
infectious eye trouble and in our neighborhood we watched many of them, after 
school hours, playing with the children for whose protection they had been 
excluded from the classrooms. Few received treatment, and it followed that 
truancy was encouraged, and, where medical inspection was most thorough, 
the classrooms were depleted. 

The President of the Department of Education and the Health Commissioner 
sought for guidance in this predicament. Examination by physicians with the 
object of excluding children from the class rooms had proved a doubtful blessing. 
The time had come when it seemed right to urge the addition of the nurse’s 
service to that of the doctor. My colleagues and I offered to show that with her 
assistance few children would lose their valuable school time and that it would 
be possible to bring under treatment those who needed it. Reluctant lest the 
democracy of the school should be invaded by even the most socially minded 
philanthropy, | exacted a promise from several of the city officials that if the 
experiment were successful they would use their influence to have the nurse, 
like the doctor, paid from public funds. 

Four schools from which there had been the greatest number of exclusions 
for medical causes were selected, and an experienced nurse, who possessed tact 
and initiative, was chosen from the settlement staff to make the demonstration. 
A routine was devised, and the examining physician sent daily to the nurse all 
the pupils who were found to be in need of attention, using a code of symbols in 
order that the children might be spared the chagrin of having diseases due to 
uncleanliness advertised to their associates. 

With the equipment of the settlement bag and, in some of the schools, with 
no more than the ledge of a window or the corner of a room for the nurse’s office, 
the present system of thorough medical inspection in the schools and of home 
visiting was inaugurated. Many of the children needed only disinfectant treat- 
ment of the eyes, collodion applied to ringworm, or instruction as to cleanli- 
ness, and such were returned at once to the class with a minimum loss of precious 
school time. Where more serious conditions existed the nurse called at the home, 
explained to the mother what the doctor advised, and, where there was a family 
physician, urged that the child should be taken to him. In the families of the 
poor information as to dispensaries was given, and where the mother was at work, 
and there was no one free to take the child to the dispensary, the nurse herself 
did this. Where children were sent to the nurse because of uncleanliness, the 
mother was given tactful instruction and, when necessary, a practical demon- 
stration on the child himself. 

One month’s trial proved that, with the exception of a very small proportion 
of major contagious and infectious diseases, the addition of the nurse to the staff 
made it possible to reverse the object of medical inspection from excluding the 
children from school to keeping the children in the classroom and under treat- 
ment. An enlightened Board of Estimate and Apportionment voted $30,000 
for the employment of trained nurses, the first municipalized school nurses in the 
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world, now a feature of medical school supervision in many communities in this 
country and in Europe. 

The first nurse was placed on the city pay-roll in October, 1902, and this 
marked the beginning of an extraordinary development of the public control of 
the physical condition of children. Out of this innovation New York City’s 
Bureau of Child Hygiene has grown. 

The Department of Health now employs 650 nurses for its hospital and pre- 
ventive work. Of this number 374, in the year 1914, were engaged for the Bureau 
of Child Hygiene. 

Poor Louis, who all unconsciously had started the train of incidents that 
led to this practical reform, has long since moved from his Hester Street home 
to Kansas, and was able to write us, as he did with enthusiasm, of his identifi- 
cation with the West. 

To sum up the case for the school nurse: She is the teacher of the parents, 
the pupils, the teachers, and the family, in applied practical hygiene. Her work 
prevents loss of time on the part of the pupils and vastly reduces the number 
of exclusions for contagious diseases. She cures minor ailments in the school 
and clinic and furnishes efficient aid in emergencies. She gives practical demon- 
strations in the home, of required treatments, often discovering there the source 
of the trouble, which, if undiscovered, would render useless the work of the 
medical inspector in the school. The school nurse is the most efficient possible 
link between the school and the home. Her work is immensely important in its 
direct results and far-reaching in its indirect influences. Among foreign popula- 
tions she is a very potent force for Americanization.® 


School nursing was fostered and encouraged by many private 
Visiting Nurse Associations throughout the country. It was not 
uncommon for an association to follow the example of Henry Street 
and “lend” a nurse to the municipality for a limited time in order to 
prove her worth. As in all other forms of Public Health Nursing the 
old established bedside visiting nurse became the pioneer in the new 
specialty. In New York 57,000 children had been excluded from 
school during one year owing to the presence of some minor skin or eye 
disease. In 1913 school nurses had reduced this number to 4000. 
By these obvious services the school nurse demonstrated her value 
immediately. 

At present the most apparent defect of the school nursing system 
is this—there are not nearly enough school nurses. It is impossible 
for the present force of school nurses to do what they wish to do for 
the children under their care. 

As an example I know of a nurse who is given the responsibility 
for the health of 2089 school children. Eighty per cent of these chil- 
dren have defective teeth. To attend to this one need alone is quite 
out of her power. Her best results, in such a situation, will be secured 


§’ Gulick and Ayres, published 1913. 
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by devoting herself to class-room teaching of preventive dentistry. 
Tooth brush drills and “bright smile brigades” have become quite 
popular with the children. 

I know one rural nurse who interested the parents of her school 
children to subscribe to a dentistry fund. She hoped this fund would 
tacitly be appropriated for the use of the poorer children but it proved 
to be truly democratic since all the mothers drew upon it very freely. 

School nurses have wonderful opportunities for health teaching. 
With a sufficient and effective follow-up service of home visiting the 
school nurse may accomplish the seemingly impossible. 

Dr. Hill in The New Public Health presents the following ideal: 


Present attempts. To teach women, girls, prospective mothers, that they 
may practice in their households, and in turn teach their children to war on 
invisible germ-foes, is one of the functions of public health bacteriology. Only 
in the public schools can it be taught with emphasis, weight and uniformity 
enough to impress the masses. Only if taught in the grades can it be counted 
upon to reach the masses. Less than 1 per cent of the population reach the 
universities, only 10 per cent reach the high schools. The great mass of the 
mothers of the coming generation, of the whole race, the mothers of more than 
their average of children, are receiving grade school education only. Need more 
be said?4 


WELL-BABY NURSING 


Well-baby nursing has, from the beginning, in this country, re- 
ceived popular support and created popular interest. 

It is not easy to overcomethe sentiment expressed by the historic 
lady who, resenting the suggestion that the baby was not having « 
fair chance when he was kept thoroughly covered up—head and all— 
in the ever-present and very dirty bed quilt, remarked ‘Don’t you 
tell me!! And me the mother of twelve babies and nine dead.” 

Nor is it easy for the preventive nurse to overcome the prejudice 
in the mind of the local practitioner—a natural prejudice often founded 
on a jealous regard for the relation of the family doctor to his patients. 

However, these prejudices have been triumphantly surmounted and 
today we are seeing the results of the fine effort to establish the “ well- 
baby nurse” and connect her everywhere with “well-baby clinics.” 

In the United States we began seriously to consider the well baby 
and his needs about ten years ago. In 1909 the American Association 
for the Study and Prevention of Infant Mortality was formed. In 
spite of its most unfortunate name—‘ The Society for Dead Babies” 





‘The New Public Health, by Dr. H. W. Hill, Macmillan Company, 1914. 
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someone has called it—emphasis has been placed upon life and edu- 
cation, not upon death and the ignorance that causes it. 

The public health nurse found her place in the well-baby crusade 
at its beginning, for upon the intimate home relation depends not 
only the success of well-baby work but even its very existence. 

It is of little service to sell a mother clean milk if she knows nothing 
of how to keep it. It is of no use to the baby until the mother has 
learned housekeeping enough to care for the milk. Few mothers 
really cannot be taught to modify milk at home, and when this lesson 
has been learned many other lessons, important to the baby’s future, 
have been learned too. How and where and when he should sleep, 
for instance. How he should be dressed. Where he should spend his 
days and nights. A baby nurse cannot succeed unless she is a good 
teacher. It is essential that the nurse be connected with the weekly 
Baby Clinic. Each of these clinics has a pediatrician in attendance. 


The following is a brief summary of the history ofthis development 
of Public Health Nursing: 


Thirty years ago. Real movement for prevention of Infant Mortality may 
be said to have begun 30 years ago in France. 

Last ten years. The most important and far-reaching development only in 
the last decade. 

Causes: Humanitarian motive. Desire for betterment of social conditions 
(especially in America). Economic aspect—falling birth rate (especially in 
Europe). Progress made in medicine and sanitary science. ‘‘Noble rivalry’’ 
among health departments. 

infant consultation. Real beginning of movement in France. Establish- 
ment of first Infant Consultation. ‘‘Consultation de Morisson’’—organized 
in Paris by Prof. Budin in connection with a Maternity Hospital. 

1892. No milk depot attached but sterilized milk given to few mothers 
where breast feeding is impossible. 

Milk depot. This led to founding of ‘‘milk depot’’ (with dangers). These 
two often merged into one—marks real beginning of modern movement. Have 
spread all over world—still one of most effective agencies for reduction of 
mortality. 

Dangers. Importance of wise conduct of milk depots under medical super- 
vision (not nurses or social workers). Must not discourage maternal nursing— 
2y making it easy for mother. Must also be a place of education for mother and 
for observation of child. 

Notification, 1908, of births—separate from Registration legally in 6 weeks. 
Act in England notifiable within 36 hours. 

1908. Division of Child Hygiene organized in New York. 

1909. American Association for Study and Prevention of Infant Mortality 
organized—New Haven. Seven enthusiastic meetings since then—Baltimore, 
Chicago, Cleveland, Washington, Boston, Philadelphia and Milwaukee. 
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Dr. Hill tells us: 


The problem. Until such time as poverty is abolished, or the State takes 
charge of children, the majority of the women of the race must continue to rear 
the majority of the children of the race inadequately, in homes too small, with- 
out facilities, doing for them somehow, individually and alone, that which three 
women could hardly do well, working together. 

This is not wholly a slum problem nor is it a problem of the rich. Numerically 
the race is chiefly middle class, neither rich nor extremely poor, judged by ordi- 
nary standards.§ 


Another great activity of the public health nurse is so ciosely con- 
nected with “‘The Health of the Child’ as to interweave itself into all 
the other forms of Public Health Nursing. I mean maternity nursing 
in its many aspects. It is still in process of coordinating the many 
community resources for the benefit of the new-born baby. 

To the well-baby nurse, to the school nurse, to the bed-side nurse, 
one need presents itself forcibly and frequently. The need of more 
knowledge on the part of mothers before the babies are born. Mothers 
say to us “If only I had known” and we long to avert the distress of 
the painful lesson that might have been learned without the pain. 

“Prenatal nursing’ is a very awkward expression, nevertheless it 
has found a place in the minds of the public because theidea it represents 
is so freighted with common sense. We all know that it means in- 
struction of mothers before their babies are born. Observation of 
symptoms, if any are present, goes along with the teaching. Four 
objects may be set down as cardinal: 


(1) By making proper medical examination, pelvic measurements, etc., of 
pregnant women (when possible some months before confinement) to decide 
whether normal delivery is possible or likely, and to give such medical advice, 
as may be indicated for the comfort and safety of all women and in particular 
when hospital care and operation are necessary. 

(2) By visits from a trained visiting nurse and reports to the physician, 
during the course of pregnancy, to instruct the mother and father in the hygiene 
of pregnancy, and to make the best possible preparation of the home for the sake 
of the coming child. 

(3) By expert medical care at confinement, to minimize the risk of delivery 
to mother and child. 


5 The New Public Health, by Dr. H. W. Hill, Macmillan Company, 1914. 

(The last paper of this series will deal with Health Insurance—a measure 
calculated to meet one great factor in Dr. Hill’s problem.) 

6 This and the following material is taken from a study of prenatal work in 
the Boston Instructive District Nursing Association and compiled by Mr. Michael 
M. Davis, Jr. 
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(4) By frequent visits from the nurse during the two weeks or so following 
confinement, to provide needed bed-side care to the mother, and give the baby 
the best start possible.”’ 


The medical care is provided either by private doctors or through 
pregnancy clinics attached usually to the maternity hospitals. A 
recent study of prenatal nursing has made it possible to establish be- 
yond question the great value of such care. Five city wards were 
studied—population 125,000. The great majority of patients were 
delivered at home. Records for two years were taken—1914—1915. 
In 1914, 9.3 per cent of all maternity patients in these wards received 
prenatal care, in 1915, 10.7 per cent. This was disclosed by compari- 
son of figures with births and deaths recorded at City Hall. In al- 
most all cases postnatal nursing care was given at the patient’s home. 
In the two year study we find the following results: 


Death-rate under one week of age 


Prenatal cases Cases not receiving prenatal care 
BR tivo saad pekawtiatwio aes 11.5 34.3 
Sa tteiataevadatsteneorane 15.5 27.9 
Death-rate under one month 
Pe etunamuceuhe pees eae wnn teas 17.3 46.5 
BNO odie OS esi vitio selene Sree 25.9 39.7 


Death-rates are per 1000 living births. That is to say, the death- 
rate among babies not having received prenatal care under one week 
was in 1914 three times as high as among the babies whose mothers 
had received it. In 1915 it was twice as high. 

Breast feeding is greatly increased by prenatal care and is one of 
the strongest arguments for its further development. 

These results are remarkable but they do not indicate that all 
the situation demands has been accomplished. 

In the average home into which public health nurses go there is 
great need, when the baby is born, of a professional nurse who will 
stay with the patient until mother and baby are out of danger. A nurse 
is needed to assist the doctor at confinement. A satisfactory plan 
has been adopted in some cities through which a nurse may be secured 
for this time and a trained attendant under the direct control and 
supervision of the nurse may be placed in the home to remain there as 
long as she is needed. This plan works very well. It combines the 
services of visiting nurses, trained attendants, codperation with private 
nursing registries (for assistance at confinement) and again visiting 
nurses for after care and supervision of attendant. 
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The following list of institutions and associations may be called 
upon for this complete maternity service: 

I. District, or visiting nurse, for prenatal nursing care. 

II. Pregnancy clinic, (where private doctor is not available) for 
medical examination and observation. 

III. Bureau for supervised attendants. 

IV. Maternity hospital for certain abnormal cases. 

It is estimated that $40 could be made to cover the cost of such 
service. This estimate seems small but it is based upon some actual 
experience. 


Prenatal nursing............ Wes Le ote? $3.50 
Bie ie ; ee LAr iat 15.00 
Nurse at confinement................. Pia net etice natant 2.00 
Attendant 10 days............. Baer tenes te aestr cur ciara ari etre ern aemtiae 14.00 
os coor pee nn Se pera ieee eee ane meee 5.50 

$40.00 


So much for the care of young babies. As soon as possible they 
are referred to well-baby clinics and remain under this care for about 
a year. A gap occurs, in the present provision for the care of the child, 
after he leaves the well-baby clinic and before he goes to school. What 
we can do for him during this period is an open question. Home 
specialists in Public Health Nursing for this particular age group 
means an undesirable complexity of service. What, from a nursing 
point of view, is the best unit for administering the machinery we now 
have for the purpose of keeping well babies and well children well? 
In the past we have needed the most single minded attention to special- 
ties in order clearly to see our difficult problems of Public Health Nursing. 
For the immediate future we need very thoughtful devotion to the 
subject of administering the various nursing services we have so pains- 
takingly developed. Several years ago, Dr. 8. Josephine Baker did 
a remarkable service, not only for the babies of New York, but for 
the whole country. This service was the singling out of the baby asa 
special and particular and separate problem to be dealt with apart 
from all other health problems. Dr. Baker did this and then with 
equal wisdom advertised the baby. Unless we advertise our present 
situation we cannot better it. We need publicity wherever we are 
certain we have found a method producing good results in Public 
Health Nursing. 

An administrative unit for Public Health Nursing is the great 
demand of the present. The presence of the nurse-teacher in the home 
is essential. That there are not enough health teachers in the homes 
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of school children is apparent, that the health of the child between 
two and six years is neglected, is also clear. Now where are we led 
in our study of this problem of administration? First, it is clear that 
Dr. Baker (if she will pardon my using her generically, so to speak) 
is a necessity if we are to follow the recognized principle that central 
expert direction is necessary in any plan of administration. A baby 
specialist, a tuberculosis specialist, a school inspection specialist, all 
are essential to sustaining present standards of health nursing. The 
ability to be a good teacher is the common property of all public health 
nurses. This is true because not one of the many public health special- 
ist nurses ever stays in any home. The private nurse who specializes 
in baby work stays in a home while the need for her exists. The special 
baby nurse in Public Health Nursing makes a very limited visit and 
then moves on. It is so with the bedside nurse, it is so with the tuber- 
culosis nurse and it is so with the school nurse. The health centre idea 
is much spoken of—the scheme of generalized nursing much discussed. 
Already attempts are being made to prove or disprove its worth. 
For an ideal experiment would it not be most interesting to watch 
the plan conducted somewhat like this: 

Since sickness enters every home a bedside visiting nurse is likely 
to enter any home in the community at any time. Her visits may 
be paid for and those families whose income is under $3000 a year con- 
stantly send for her. Contagious diseases of young children bring 
her into these homes often. She has a long list of children between 
three and six years of age. 

Once more let us listen to Dr. Hill: 


The infectious diseases in general radiate from and are kept going by women. 
Women must learn to break up, divert, stop in some manner—in every manner— 
the exchange of infected discharges amongst children at school and amidst 
families at home if infectious diseases are to be abolished or abated under present 
conditions.’ 


For the sake of argument, let us suppose these bedside nurses the 
home nurses—no other nurses except these shall do home nursing 
whether it is sick nursing or health teaching. The home isher undis- 
puted ground. Let us suppose that there are special school nurses in 
the public schools who refer all home work to these home nurses. These 
home nurses will report at well-baby clinics and at the tuberculosis 
clinics and meet their patients there. Education of the public health 
nurse is the first essential to this experiment—adequate supervision 


7 The New Public Health, by Dr. H. W. Hill, Macmillan Company, 1914. 
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of nurses by a nurse is the second. Over all there must be centralized 
control and a group of specialists to develop new policies and see that 
the quality of special work does not deteriorate. 

Joined to this scheme of setting apart one group of public health 
nurses as home nurses should be that of supervised attendants and of 
“hourly” nurses, for those able to pay for the luxury of dictating the 
hour of a nursing visit and its duration. The nurses’ registries should 
be in close coéperation so that private nurses waiting for calls may 
make these hourly visits. 

The nearer public and private nurses come together in a plan for 
organized nursing the better. 




















THE PUBLIC HEALTH NURSE AND CHILD LABOR 
By HELEN C. DWIGHT 


In New York City not very long ago the newspapers made a good 
deal of the fact that ‘“‘the smartest girl’ in the public schools was an 
Italian. An Italian doctor at that time wrote a most interesting article 
to a leading Italian paper pointing out that there was no reason why 
other children of his nationality should not become “the smartest 
children”’ and go on from public schools to universities, except that too 
often their parents were blind to the advantages of education, took 
the children out of school too soon, and sacrificed for the sake of a few 
extra pennies in the present their children’s future development. 
“Why should not 50,000 Italian parents raise or try to raise a ‘smart- 
est girl’ or a ‘smartest boy,’’”’ he asked, ‘‘instead of swearing falsely 
in order to get a work certificate for their children, or instead of tak- 
ing them out of school as soonas the law permits? Why should Italian 
parents value so much a few cents a day from a child working or over- 
working in a shop, instead of sacrificing themselves two or three years 
more, that that child may have a chance in life?” 

His point, that the uneducated parentis apt not to see the economic 
ralue of education for his child, is one of the chief reasons why we find 
it so hard to assimilate the immigrant here in America, why our per- 
centage of illiteracy remains so high, and why, even in our state of 
enlightenment, child labor persists. In a recent publication by the 
National Society for the Study of Education it is stated that the most 
important and persistent factor influencing the schooling of children 
is the education of their parents. That is, the thing works in a cir- 
cle: the uneducated, poor parent is the one who does not see the value 
of education for his child and takes him out of school too soon, with the 
result that the child grows up uneducated and earns such low wages 
that he in turn takes his child out of school too soon. ‘‘The tradition 
of education is cumulative,” and “lengthening the period of compulsory 
education is of more importance than vocational training in raising 
our educational standards.” 

All this may seem to have little connection with the public health 
nurse—and yet the public health nurse has more opportunities, per- 
haps, than any other public servant to influence the poor family to 
keep its children in school. Suppose, for instance, that a visiting nurse 
discovers among other things that in a certain family a 13-year-old child 
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is to be taken out of school and put to work. If, as in most states, the 
age limit for child employment and the compulsory schooling limit is 
14 years, it is obviously a time for that nurse, with her broad view of the 
values of the situation, to see that the law is enforced and that the 
child is kept in school at least until he reaches the legal age limit. It 
may seem that in a particular case an exception should be made, that 
a particular family actually cannot get on without the child’s earnings. 
Yet why should the child bear the burden? In most places there are 
ways of helping such families. In 28 states there are mothers’ pension 
laws. Insome localities ‘“‘child labor scholarships,’ like the vocational 
scholarships of the Henry Street Settlement, are provided. But it is 
quite possible that the family in question knows nothing of such means 
of aid, and the visiting nurse may be the only person who can inform 
them. 

And not only may the public health nurse be a determining factor 
in extending the child’s educational opportunities, but she may be of 
great importance in the enforcement of local laws. Ifa visiting nurse 
happened to be the person who discovered in Orange, New Jersey, 
this summer that in a family quarantined for infantile paralysis they 
were busily making powder puffs for a local factory, she undoubtedly 
reported the fact. Why should she not report the case of a 12-year-old 
girl who works after school and late into the night stemming violets 
by a very inadequate gas light in direct violation of the state child 
labor law? Why should she not report the 9-year-old boy she sees 
selling papers on a busy corner in violation of the street trades law? 
Why should she not report the 15-year-old boy who is waked at 2 
o’clock every morning to load his father’s baker wagon, cannot go to 
sleep again afterwards, and consequently is sleepy and slow-witted in 
school? All these things may not be her ‘“‘business,’’ but in the last 
analysis they have a close connection with the health of the public, and 
certainly it is her business to coéperate to the best of her ability with 
every juvenile court officer, attendance officer, labor inspector, and 
other official who is interested in preserving the law, order and welfare 
of the community. 

It is scarcely necessary to discuss here the connection between 
public health and the child labor problem, or the health provisions of 
child labor and school laws. The public nurse undoubtedly knows 
something of her local health, employment, and schooling problems, 
has some idea, at least, whether in her state a child is required to pass 
a physical examination before receiving a work permit, whether there 
are special provisions in the law to keep children out of unhealthful 
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occupations, whether there is medical inspection of employed children, 
medical inspection of schools, and so on. But it may be well to call 
the nurse’s attention to the wide-spread movement for the correlation 
and codification of all child welfare regulations, in which she may take 
an active part. 

In 1909 in an article in The Survey, Bernard Flexner discussed the 
new Children’s Charter in England and advocated a similar movement 
here to codify child welfare laws. Later, at the National Conferences 
of Charities in 1914 and 1915, and at the National Child Labor Con- 
ference in 1915 the question was discussed in detail, with the result 
that a committee was formed in 1915 with C. C. Carstens as its chair- 
man to work out plans for the codification of state child welfare laws. 
Two states, Ohio and New Hampshire, already have Children’s Codes; 
three states, Missouri, Minnesota, and Montana, have appointed com- 
missions to codify their laws; and in several other states committees 
on codification have been formed. The question is a vital one, and 
one in which the public health nurse should take interest. So long as 
it is possible for a state to have a 12-year schooling limit, a 14-year 
child labor limit, and a mother’s pension law providing aid for chil- 
dren up to the age of 13, what can we expect of the more minute pro- 
visions of child welfare laws? The child may leave school at 12, but 
he cannot be employed until he is 14, and yet state aid is withdrawn 
from his mother when he is 13—for no apparent reason except that the 
legislators so arranged it. And all the time, there is the possibility 
that even at 14, because of some physical defect which prevents his 
receiving a work permit, that child cannot go to work—but the mothers’ 
pension can no longer go on legally. 

All of this is, of course, a hypothetical and yet typical case. Ques- 
tions of health, recreation, education and employment are so closely 
interrelated that until the laws regarding them are carefully dovetailed 
so that there are no gaps and no over-lappings, we cannot be sure that 
we are really looking after our children. And it so happens that where- 
ever the movement for codification has gone, public health organiza- 
tions have been active in its behalf. In Missouri, for instance, the 
Visiting Nurses’ Association is one of the organizations represented 
on the commission. It is to be hoped that everywhere the public 
health nurse will be one of the first to take up the idea. 

The public health nurse has both in particular cases and inthe wider 
aspects, a most intimate connection with our national child labor prob- 
lem, and is one of those individuals to whom the National Child Labor 
Committee and its friends naturally look for codperation and support 
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in the attempt to wipe out a system which puts upon the child too early 
in life the responsibilities and risks of industry. To anyone interested 
in Children’s Codes, in local child labor problems, or in the general 
trend of child welfare movements, theNational Child Labor Committee, 
105 East 22nd Street, New York City, will be glad to give information. 




















THE VISITING NURSE IN INDUSTRIAL WELFARE WORK! 
By FLORENCE 8S. WRIGHT 


The history of the nurse in industry is recent. The first one so 
employed of whom any personal information can be obtained was Miss 
Anna B. Duncan who began her work less than twenty years ago for 
the Benefit Association of John Wanamaker, New York. She was 
employed to look up the cases of illness and see that the funds were 
distributed fairly. It was thought that her nursing experience would 
enable her to do this work. Little or no consideration was given to 
her ability to be of help in any other way to employer or employee. 

This nurse found that her nursing skill and ability to give instruc- 
tion and advice gained her the unquestioning confidence of those she 
visited and that the question of malingering was a very small one, met 
with only in a few cases and many of these proving on further study 
to be a real incapacity or a sincere but mistaken conviction of inability 
to work. She found that she could best be of service by giving first 
aid where needed, by seeing that the sick and injured had prompt 
and suitable medical and nursing care, by following up to see that 
their doctors’ orders were carried out, that they returned to their 
doctors when necessary, that they did not return to work before able 
to do so or while in a condition to be a menace to their associates, that 
financial anxieties and family cares did not retard recovery. 

The field of the Visiting Nurse in Industry at present seems funda- 
mentally that discovered by this pioneer, together with the broaden- 
ing and development which accompany the growth of any agency 
meeting a distinct and long felt need. 

Before the growth of modern industry, when each employer could 
personally look after the needs of each employee, good feeling and 
industrial welfare depended on the interest of the employer in his own 
people. In many old concerns today you will hear of the time when 
the business was small and Mr. So and So drove around to see that 
all was well with a family where there was sickness, or of his sending 
his wife or sister and of her kindly despotism which accomplished much 
in the family crises. Those days are past and whether they were better 
or worse than the present we cannot have them back. Industry is 
organized in too large units. The employer must find some other 


1 Paper written for the meeting of the National Safety Council, Detroit, 1916. 
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means of showing his good will and his interest in those who work for 
him. Inquiries among employers and others in a position to judge 
show that their opinion is strongly inclined to the view that the In- 
dustrial Nurse is the most efficient single agent for translating clearly 
the employer’s good will and interest to the employee. 

On the other hand, in the old days,when the employer knew the 
first name of each man, it was an easy matter for one who thought 
himself abused to seek out his employer and settle the matter then and 
there. Now there seem to be few ways to get a hearing except to 
appeal to the foreman, who is often biased and possibly the direct 
cause of the trouble, or to organize and sometimes to strike. A sym- 
pathetic nurse often hears of beginning discontent and she seems to 
be one means of communication with the employer which the workers 
really feel that they can trust. 

When most of the workers were English speaking and either Ameri- 
ean born or from European countries whose standards of living are not 
so different from ours, many problems did not arise which now cause 
us the most anxiety. With laborers coming from the four quarters of 
the globe, speaking strange languages and bringing with them their 
own traditions, superstitions, diseases, religions, it becomes necessary 
for the employer who is awake to his own needs and to those of the 
country to do something toward educating these masses in habits of 
cleanliness, health, morality and thrift, and especially in suitable 
standards of living and in adapting their lives to changed conditions. 

We see an Italian family of six living in three rooms, taking boarders. 
They do this, not because the man does not earn enough, but to get 
money to buy a home and because they were used to being crowded in 
Italy. They do not know that conditions which did not injure health 
in the warm, sunny, outdoor life of the home-land become a menace 
when everyone works in-doors and when doors, windows and cracks 
are stopped up to keep out the cold. The father is at home witha 
“cold.”” The children are anaemic. The mother wonders why no 
one is well in this country. 

A Polish mother refuses to nurse her baby because she wants to 
work in the mill, and gives it condensed milk because “‘cow’s milk 
gets bad too quick.” 

A Lithuanian woman buys sausages, new white bread and coffee 
as the sole food of her growing family. She had a garden, chickens and 
a goat in the old country. Here the ‘‘store milk’’ sours and vegetables 
seem expensive and not necessary to her. They cost nothing at home. 

A Russian father cannot control his boys because they speak a 
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language he does not know and in their new surroundings have become 
ashamed of the homeland ways. 

An Armenian mother loses a baby each summer because she cannot 
nurse her children and has no idea of cleanliness, using a long tube 
nursing bottle in which the milk is often clotted solid and which is 
never cleaned. 

An American family of man, wife and three children, in debt to the 
installment company since the marriage of the parents three years 
ago. The father is suspected of being tubercular, the children are 
undernourished and the mother discouraged, helpless and deeper 
in debt each week. 

A Slavish woman (tubercular) is sent to a sanitarium. She cries 
all the time and no one can talk to her. The nurse takes an inter- 
preter, discovers that the woman has given her money to a dozen 
different country-men to keep for her. She cannot write and knows 
nothing of our banks. 

These instances could be related for hours from memory of actual 
cases and results accomplished and not accomplished; but is it not 
proved that these masses of foreigners must be educated in cleanli- 
ness, home-making and infant care, in fact that they must be made 
into good Americans as fast as possible? 

No one can do this who does not reach the homes, and who can 
reach the homes except the visiting nurse? 

She goes out in the morning with a list of names and addresses. 
(Let us hope she is provided with an automobile for her work is hard 
and she will not need the exercise of walking.) She finds the Italian 
family taking boarders. She goes slowly and keeps the family on her 
list. In time each member will accept her advice without question. 
The father has his chest examined, is found to be an incipient tuber- 
culosis case and after a period of rest and education is given outdoor 
work suited to his strength. The mother is taught to buy and to cook. 
The children are sent to the open air school. It takes time, but in the 
end the boarders are no longer there, the father is well and doing suit- 
able work, the children are gaining and the mother is making a home of 
which the family and the nurse are proud. 

Incidentally, the nurse has increased her Italian vocabulary and 
has six firm friends. Needless to say, the unseen employer who sent 
the nurse also has six loyal friends, although he may never know of 
their existence. 

Then in the other cases, the visiting nurse does what she sees to do, 
or knows whom to enlist in the cause to help her. If there is a visiting 
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nurse association, she codperates by sending to it cases requiring daily 
nursing care. She codperates with the Young Men’s and Young 
Women’s Christian Associations, the Salvation Army, the Board of 
Health, the schools, the baby clinics, the dispensaries, the nurseries 
with any efficient agency which exists for the uplift of the community. 
Sut when there is a need not met in any other way, she tries to fill it. 
She never says, ‘“That is not my work.” Although her function is 
mainly that of instructor, she gives nursing care where there is need. 
She teaches English and learns other languages. She teaches cooking, 
infant care, the feeding of children, home nursing, gardening, market- 
ing, and makes firm friends of the families. Sometimes she takes 
charge of the family income and shows the wife and mother how to get 
her debts paid and make ends meet. 

We believe that the Nurse in Industry can do valuable work: 

1. In promoting pleasant industrial relations. 

2. In reducing time lost through accident and illness. 

3. In minimizing the results of accident by first aid and subsequent 
care under the direction of the surgeon. 

4. In shortening illness by coéperation with the physician. In 
searching out the causes of accident and illness and by codéperating 
with the employers in the plant and with outside agencies in the com- 
munity and the homes assisting in their removal. 

5. In making possible healthy, happy, thrifty home life in the 
families of those she visits, thus preventing much waste of life and 
health and increasing the efficiency of each member. 

Many far-sighted employers are anticipating legislation and pro- 
vide now, through coéperation with the workers, for their medical and 
nursing care and for their maintenance and that of their families during 
sickness as well as accident. So experience is being obtained on which 
legislation for sane health insurance can be based. The visiting nurse 
is of course indispensable in the administration of this service. 

Experience seems to show that there are two general plans for the 
practical organization of nursing service by industry. 

One is applicable to a small or backward community and the other 
to a large progressive town already supporting many social agencies. 

In the former case, the large employer may, through the services 
he gives his people, seek to foster and develop a sense of civic responsi- 
bility on the part of the community. Through his visiting nurses’ care 
of his people it is possible to develop a demand for a like service for 
the entire population. 

So with other social agencies. 





He may develop in connection with 
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his own plant dispensaries, hospitals, nurseries, schools, baby con- 
ferences, recreation centers, visiting housekeepers, and they will all 
add to the well-being of his people. When the community realizes 
the need of any one of these agencies that work may well be abandoned 
by the large employer, the community assisted in establishing it, and 
its activities strengthened through the codperation of the employer 
and his visiting nurses. 

In this way the employer becomes the strongest force for the up- 
lift of the entire community. This uplift reacts to his benefit by provid- 
ing him with better workers from better homes. There is no doubt 
that contented, healthy workers will reduce accident and sickness, 
thus increasing output and profits. 

In a progressive town already provided with a strong visiting 
nurse association, baby welfare agency and other means of public 
education, the employer might wisely limit nursing activities outside 
the plant to a visiting nurse service which would seek out the family 
of each sick worker and then so coéperate with and supplement exist- 
ing agencies as to gradually approach our ideal of a community and a 
home for each worker where provision is made for health, education, 
employment, recreation and moral and spiritual inspiration. 

In both these plans the nurses’ work must be closely coérdinated 
with the other departments of the plant, especially the employment 
office and the statistical department. It is not enough to do the day’s 
work. Findings in the homes and in the first aid rooms must be 
checked up with time lost from accident and sickness and the statistics 
so obtained must be used in comparative studies of different departments 
of the plant. 

Only so can we rouse competition among the department heads 
and lead them to study and improve conditions tending to accident and 
illness. A quietly submitted, detailed, comparative report of illness 
and accident has been known to start the superintendents asking ques- 
tions of the nurse as to why more women than men were sick, why one 
department showed more accidents, ete. 

The First Aid Nurse and the Visiting Nurse are the entering wedge 
of Industrial Welfare Work and their services may be so given as to 
prove to the employer the wisdom of further development, such as 
medical inspection of all employees by a competent physician, sanitary 
inspection of plant, provision of warm lunches and rest rooms, coépera- 
tive health insurance, the prevention of unemployment, ete. 

After laying out so much work for our nurse, we must mention 
what she will not do. 
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1. She will not practise medicine and no one must think of her as 
in any way encroaching on the field of the physician or surgeon. She 
will give first aid and make a patient comfortable at the first visit, 
but will then see that a doctor is in attendance and will get her orders 
from him, assisting him in every way possible. The wise First Aid 
Nurse will be guided in the absence of orders by the treatment advo- 
‘ated by the National Safety Council and will confine her dispensing 
of medicine to a simple cathartic given only at the request of the 
patient. 

2. She will not be an almoner and will arrange for material relief 
only as a temporary makeshift in case of great need. 

3. She will not be a detective. She is useless in any capacity but 
that of an intimate, confidential friend and teacher. She will natur- 
ally discover conditions which it is her duty to report, but the decision 
in cases of malingering should not be made by the nurse. It would 
destroy confidence and the nurse might easily be mistaken. Many 
cases of supposed malingering prove later to have been obscure con- 
ditions often more serious and harder to cure than something which is 
self-evident at the first visit. Tactful treatment by the nurse will 
often get a malingerer back to work and will do wonders in those not 
infrequent cases where the patient needs to be convinced that it will 
not hurt him to go to work again. 

Nurses are seeing the possibilities of service in industry, and they are 
slowly developing means for education and training along these lines. 
In order that well trained, educated women may enter the field in 
sufficient numbers to meet the demand, the employer should realize, 
not only as he does, that the nurse is a necessary member of his staff, 
but also her latent usefulness and so arrange the conditions of her 
employment that the right type of woman will be attracted to this 
specialty. Having found the right woman, he should so arrange that 
she may be free to develop the activities of her department as fast as 
she can prove the wisdom and profit of each new step. 

The employer might also allow his plant to be used for training 
of workers under the direction of his head nurse, so that young nurses 
wishing to enter the field may gain an insight into the organization 
and management of such a department. At present demands for 
nurses are greater than the supply of qualified women. 

The statements in this paper are made with the full knowledge that 
the nurse in industry is still on trial, and that it remains for her to 
enlarge her own usefulness both to capital and labor, and to fit herself 
fully for the rapidly increasing responsibilities that are sure to come to 
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her. She must learn the needs of capital and labor. She must inform 
herself as to the backgrounds and habits of the workers in their home 
lands. She must learn the essentials of wholesome family life and be 
able, by her example and by the confidence which she inspires in those 
with whom she deals, to influence them to change their customs and 
habits to meet the standards of this land of promise. She must do all 
this and more, for it must be done and who else has her opportunity? 








AN IDEAL MADE REAL IN TOLEDO 
By OLIVE A. COLTON 


Last June the Toledo District Nurse Association achieved a small 
triumph in progressive measures by sending a general nurse to visit 
the sick in one home, in place of the various special nurses that had 
previously cared for the different patients in one family. This big 
step in advance was not made by the aid of any Seven League Boots, 
the only magic was the active faith that the ideal could be made real. 
As the world goes forward by impossibilities accomplished, so instruc- 
tive philanthropy increases its efficiency by making its dreams facts, 
and after a six months’ trial the plan is a success. 

Toledo had baby welfare nurses supported by the city, tuber- 
culosis nurses by the Thalian Society, school nurses by the Board of 
Education, contagious nurses by the Board of Health, and the Dis- 
trict Nurse Association cared for all the other ills to which the flesh 
of the poor is heir, with a special nurse for the blind. With the work 
under so many managements, there was duplicate expense for rent, 
equipment, street carfare, human waste in double committees, super- 
visors, etc., overlapping of cases, and, worst of all, contradictory advice 
to the families when three nurses visited one home. The benevolent 
but weary public dreaded the successive campaigns for these worthy 
causes, the press generously praised one society when it often meant 
the other, and the bewildered poor sometimes sent for the baby nurse 
to care for the aged. 

When consolidation was suggested persuasive arguments for and 
against were marshalled out, many of the best workers feeling the 
District Nurse Association could not raise money enough to employ 
all the nurses. Telephone wires were weighed down by discussions, 
and theoretical solutions proffered to convince those who would hazard 
nothing, but conscientiously felt every difficulty a year ahead must be 
anticipated. When darkness inflated the objections, the most opti- 
mistic had only a “half of a broken hope for a pillow at night,” but 
by coming nearer to each problem a little more light made it decrease 
in magnitude, and the removal of the biggest stumbling block by a 
lucky stroke, revealed the paving-stones for the union. 

An enlightened health officer and the chief of the tuberculosis 
staff advocated it, the Commerce Club and Federation of Charities 
endorsed it, the trustees were broad enough to weigh each side with 
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equal fairness, and when the eventful day came at last for the vote of 
all the members, it was overwhelmingly carried. The District Nurse 
Association and the Thalian Anti-Tuberculosis Society then joined 
and took over the bankrupt city’s baby-welfare work, and the public 
showed its approval by larger donations to the one annual campaign. 
Of inestimable help to the poor and a boon to the society’s treasury 
are the two memorial nurses who do for the living in the name of the 
dead, and two other nurses nobly supported by individuals. 

Including these there are now on the district nurse staff twenty-one 
general nurses, a superintendent, a supervisor of nurses, a household edu- 
cator, a dispensary nurse, a social worker, three office secretaries and a 
scrubwoman employed to save the nurse’s more valuable time to clean 
homes where there is no one to be taught to vanquish dirt. Besides these 
the Flower Hospital adds two of its nurses at a time to the staff for a 
short course of practical experience in social work. The Health Board 
reports all births to the Association, and every baby not known to have 
a nurse is promptly visited, and watched for two years before that 
case can be discharged. The Association maintains baby-welfare 
stations in several public schools where the nurses of those districts 
assist the physician during the clinics held on certain days. Though 
the mother may have been taught there how to prepare milk, the nurse 
afterwards repeats the instruction in the destitute home where clean 
substitutes for the white ware of the better equipped stations often 
tax the ingenuity of both. The Association has hourly nursing for 
families of moderate means, charging seventy-five cents a visit, and 
negotiations are under way to have the hospitals pay part of the salary 
of the social worker. 

The Metropolitan Life Insurance Company gave Toledo this year 
the Blue Ribbon for the best care of its patients in the state. But 
laurels, like manna, to be of real benefit must be freshly gathered, and 
changing conditions often require revision of methods. In the evolution 
of district nursing the president knows it is the duty of the board to 
keep informed on the successful measures in use in other cities. Like 
water with its source, one cannot expect the work of the nurses to 
rise higher than that of the trustees for any length of time. 

An attempt is now being made to complete the general nursing 
plan, and have the Board of Education give the salaries paid the school 
nurses to the District Nurse Association. This arranged, the nurse 
will go first each morning to the school of her smaller district, and later 
visit the needy homes of that vicinity. It is incontrovertible that the 
same nurse who goes continually to one home grows dearer to the family 
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heart, sees more clearly the other point of view and is better fitted to 
invigorate feeble aspirations. She becomes the old friend of the blind, 
the tuberculous, the typhoid victim, and the expectant mother. The 
doctor diagnoses the patient’s sickness, the nurse must diagnose the 
household trouble. Family building is her particular privilege, for a 
good home life is the great factor in race betterment. 

Poets may be born, but a district nurse must be made, and a super- 
intendent sent from heaven. Such a blessing has come to Toledo. 
Miss Wald says “We not only need a nurse trained, we need her in- 
spired,”’ and the desirable one is she with high ideals, and the efficiency 
to carry them out. While her mother heart and soothing hand re- 
lieve the patient, her intelligence must untangle domestic knots, and 
her persistent instruction teach the ignorant the laws of health. But 
one cannot give out every day as from a storage battery without an 
occasional recharge, and this Association requires the nurses to attend 
certain lectures that their vision may have ever-widening boundaries, 
and their knowledge of the latest discoveries of science be increased. 
A course of reading from a prepared list of books and magazines per- 
taining to their work is also recommended. That they return home too 
tired to read on this same subject might seem an objection, but during 
the month there is scarcely a nurse who could not find time for a few 
hours to add to her capital stock of information. A monthly tea brings 
the nurses and some of the board together, and the yearly luncheon 
of all,isamemorable event. The perennial picnic remains an inexhaust- 
ible joy, the committee and nurses valiantly concealing their fatigue 
behind the shut-ins’ rare pleasure. 

In the last few years a radical change has come in the province of 
district nursing. Formerly it was to alleviate suffering, now it is also 
to promote health and enlighten and protect the public. These ex- 
panding needs necessitate social knowledge of the conditions that cause 
poverty, and a graduate of a school of philanthropy usually under- 
stands better how to lift the family up to the level of normal living. 
Her intelligence must be the lever to start them upward. But few 
hospital graduates can afford to take the time for a course in social 
training, and to meet this contingency, a scholarship has been started 
to send one nurse a year to such a school. It is hoped this fund will 
soon be increased. People give freely to help the poor, may there be 
more farsighted philanthropists to do the double good of helping 
train the helpers in the wisest way to lessen misery. 

In the District Nurse House is a dispensary for women and children 
where the doctors give their services. One deformed little fellow, so 
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lame he had to be carried into the clinic, returned the following year 
on roller skates. The Rotary Club was so impressed after a visit to 
the headquarters that it offered to pay for braces and crutches for 
the little cripples, and has been ever since a valuable ally in paying the 
hospital expenses of the worst cases. 

District nursing is one of the most appealing charities before the 
public today, but it is well to bear in mind these poor should not be- 
long to a few benevolent men and women, they are the city’s poor, 
and to make the burden less, it should be distributed among the tax- 
payers. So far a yearly appropriation from the Council has been 
impossible on account of an empty treasury, but it seems the solution 
of the problem and during the winter a committee with persevering 
little mallets will attack the Chinese wall of city politics, in the spirit 
that the refusal of an allowance can delay, but not always defeat, the 
victory of the right. Public health must be bought until “‘the medicine 
of education can remedy the ignorance that kills.” 








GIVING A VISION 
By LUCY M. BUSHEY 


The perfectly good citizen of the average American small city or 
rural community, when first approached upon the public health or social 
problems, will proudly and confidenty assure you that they have no 
such problems worth mentioning—of course they have some poor people 
who need help in winter, but the churches and King’s Daughters and 
Elks each help so abundantly at Christmas time that little else is 
required. Moral problems? Oh no, our city is much better than the 
one at the east, the north, or the south—a social worker would find 
plenty to do there. 

The few workers who have realized that the community has problems 
for a public health or social worker, are looked upon as visionary or 
sensational. 

The typical small American city of —-——— was no exception to the 
general average. A small group of women composed of King’s Daugh- 
ters and Circle of Mercy workers had coéperated in the giving of relief 
for some years and they had come to realize that the promiscuous and 
over-lapping relief work of the city was encouraging non-supporting 
husbands and lazy families. Then, through the sale of Red Cross 
seals, the state traveling nurse had spent one month with them and 
also the state health exhibit had been with them five days, so the way 
was well paved for a visiting nurse. 

Still, there were very good women, pillars of the church and promi- 
nent in club work who said, “Really, it does not seem that our town 
needs this work.”’ 

A public health nurse taking up work in such a community has 
several foundation stones to lay; she must find the problems, analyze 
them, and demonstrate them; she must arouse the community to its 
needs so that it will want to continue the work; and she must so organ- 
ize and systematize her own work that another nurse following her 
may have little difficulty in picking up the threads. 

The first case to be reached was a very neglected tuberculosis 
patient, who was careless and who refused to be placed in a sanatorium. 
The patient was not under medical supervision but a specimen of 
sputum sent to the State Board of Health received a positive report. 
Although the health officer had tried to re-assure the neighbors, it was 
not till, by her weeky visits, the nurse had gained control of the sanitary 
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situation by making the patient more comfortable, that they were 
resigned to have him remain near by. 

The report to the Executive Board at the end of the first month 
called attention to three crying needs: medical inspection of schools, 
some federated plan for relief giving, and the abatement of the privy 
nuisance. 

The Board decided the last named should be the first attacked. 
Though the health officer was a member of the Executive Board and at 
first felt it could not be done, yet, he codperated with apparent grace, 
though giving the nurse a stab in the back when a family objected to 
complying with the law regarding these nuisances. 

To help to create intelligent community sentiment along these 
lines, twenty-eight “Fly Talks” leading to composition work were given 
in the grade school rooms, which brought out the keenness with which 
the child grasps fundamental principles. The filth of the fly, its 
agency as a disease carrier, and the necessity of abolishing its breeding 
places seemed firmly planted with them. 

The first work with the club women was also done in connection 
with this campaign, in a talk to each of the groups on “Sanitation in 
Relation to Public Health Work.” 

We also had two public meetings, one with a speaker from the 
State Board of Health and also pictures of good and bad local conditions, 
put on by the aid of a lantern projector; and the other a Round Table, 
conducted by the Superintendent of Schools, with a discussion on 
“Sanitation in Relation to Disease, to the Schools, and to Civic Values.” 

Moving pictures were put on through the courtesy of the local 
theatres and the newspapers gave great codperation. The result of 
this campaign alone was far more extensive in its results than merely 
the installing of more than 550 sanitary toilets—and the extending 
of water mains to protect the public water supply and to some of the 
most insanitary streets. 

Early in the work, the nurse found a boy of 12 years with Potts 
disease, a discharging ear, bad teeth and all the other ills that go with 
these. The father had died of tuberculosis and the mother had never 
been able to earn large wages and was obliged to keep the children in 
an orphanage, which naturally had no facilities for caring for invalid 
children. After repeated attempts to interest the powers that be, the 
county prosecutor became interested and through his intervention 
the child was placed under proper care, a successful Albu operation 
performed, the teeth and ear cared for and thus another child was re- 
leased from an environment of pain and given the prospect of becoming 
useful. 
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Another case to come to the attention of the nurse early in the 
year’s work was that of a 14 year-old girl. She was reported by the 
teacher as being out of school because of being tubercular, and on the 
same day reported to the humane officer as being the victim of incest 
by the father. Six weeks later she gave birth to a puny baby which 
died. Through the efforts of the nurse, the case came to Juvenile 
Court, under an inappreciative judge, later to Circuit Court and the 
father was sent to the penitentiary. The girl is now married and has 
the most hopeful outlook that life has ever given her. 

A widowed mother with three children to support was first brought 
to the attention of the nurse through the illness of the youngest child; 
she had serious need of a plastic operation, which after much difficulty 
was obtained for her, free. She had long been on the relief list, but 
six months after the operation she felt so well that with a little help 
over the roughest places she would soon be self-supporting. 

One rather amusing instance of an itinerant beggar showed very 
conclusively how unorganized relief may be imposed upon. An old 
woman, who spent her winters in the town and had succeeded in getting 
a large amount of relief from the Circle of Mercy and the King’s Daugh- 
ters, returned and wanted them to pay her expenses to a large city of 
the middle west in order that she could enter a church home. They 
were about to do so when they thought of consulting the nurse. Upon 
investigation the latter found that the township trustees had helped 
the woman until she had refused to go to the county infirmary onthe 
ground that they could not send any one to the infirmary with money, 
and had produced a big roll of bills in self-defense. She also was known 
to the police as a drunkard and a fortune teller. Consultation was 
held with the mayor, who instructed the chief of police to give her 24 
hours to get out of the city. 

Thanksgiving was clear, crispy, ideal—but as the good people of 
the little city were going to their church services the nurse was rapping 
at the door of a neat cottage on a good street. The humane officer 
had asked her to investigate the case of a neglected baby. Little 
John, age eleven months, was the result of a short courtship and a 
hasty marriage. As happens, sometimes, in such cases father and 
mother proved uncongenial and lived together fitfully—little John’s 
diet had been woefully misdirected, unsuitable, irregular, and supple- 
mented by chocolate drops ‘‘which the girls who boarded with the 
grandmother fed him, because he dearly loved them.” Result—Paby 
John a starved, wailing skeleton, so insanitary and poorly cared for 
that when mother, finding that soon another little life would come to 
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join the family, returned to father again little John was repulsive to 
him. The father, a linotyper, and loving the nip that whips up lagging 
energy in time of stress, became very bitter and wanted the child to 
die. The inefficient mother, not knowing how to carry out the doctor’s 
orders for milk modification, was feeding the child only weak barley 
flour water. Consultation with the doctor won his full permission to 
do any thing to help to better conditions, so, the mother willing and 
grateful and the father not objecting, the nurse went daily and gave the 
baby a bath, an oil rub and modified the milk. The mother had re- 
ported that little John would not take the modified milk when she 
mixed it but by the third morning he reached eagerly for it and fairly 
grabbed it out of the nurse’s hand. Ten days of cleanliness and prop- 
er feeding and we had a changed baby. At that time the nurse was 
sick and away two weeks, but on return John was getting fat, mother 
was happy, father was devoted to him and the outlook for the future 
was improved for all three. Without going into detail more explicitly, 
these few cases will give some idea of the problems met. There were 
non-supporting husbands galore, and much delinquency among the 
children. 

In this small city the nurse was partly paid by the School Board and 
devoted half her time to the schools. Handicapped by no medical 
inspector and no free clinic and a medical profession rather divided 
among themselves, physical defects of children could not be remedied 
with a rush. 

Systematic inspection, including eye tests with Snellen card, re- 
vealed a very high per cent of defects which were perfectly obvious. 
A vigorous campaign in oral hygiene was carried forward in the fall 
and before Christmas the dentists said that many more young children 
than ever before were being brought to them for treatment. About 
forty children received eye treatment, and in one of these cases the 
help of the humane officer had to be invoked to save to a little girl 
what poor vision she had. 

Those children for whom the nurse was able to get free throat 
operations were so grateful that the effort was amply repaid. Where 
the work is new and many people are able to pay to have their children 
treated, one must often be patient and make many home visits before 
the urgent need of the child will reach the pocketbook of the parents. 
Often parents will take a child to the family physician on first sug- 
gestion or because he has been examined. After all, to have gained the 
friendship, the good will, and the real confidence of the child is a tre- 
mendous factor in the school and in the community. 
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These typical American communities with few foreigners have a 
tremendous social problem. It would be interesting to know to just 
how great an extent the non-supporting husband, the delinquent child 
and immoral conditions could be traced to feeble-mindedness and the 
moron. 

It is important, indeed, to gain the confidence of the child in order 
to give him a health vision, but it is, for immediate needs, more impor- 
tant to gain the support of the club women of a town. If they are 
formed into many small self-culture clubs it may not be easy to get 
united effort from them, but time spent in talking to them, individually 
and collectively, of the broad social and public health problems will 
bring golden results, for many have not had time to think of these 
things or if they have studied them it is often with application to general, 
not to local needs. 

In this particular city the several clubs federated before the year 
was over and the public health nurse was invited to become a charter 
member. At their first regular meeting, she was invited to read her 
annual report which she had given before her executive board. These 
same women who had not seen the need of the work in the beginning 
of the year had already been saying individually. ‘I would not see 
this work dropped for anything.” Now, they appointed a committee 
to wait upon the school board, then in session, and urge them to con- 
tinue their previous support of the work. Aye, verily, the influence 
of the organized women in a community carries great weight. 

The nurse had found their problems, she had analyzed some and 
demonstrated others, and with the coéperation of the club women of 
the little city the foundation had been laid. 

















A SURVEY OF KNOTT COUNTY SCHOOLS, KENTUCKY 
By ROSE MERINDA EHRENFELD 


Epi1tor’s Note. In August last a survey of schools in Knott County, Ken- 
tucky, was made by the nurse at the Hindman Settlement, Hindman, Kentucky. 
The present equipment of the Settlement consists of 150 acres of land, a large 
school house, a kindergarten building, a power house, a workshop, abarnand silo, 
a log smoke house, a reservoir, a hospital and five dwelling houses, one of which 
contains a common dining room, kitchen and laundry, and the Settlement activi- 
ties include library, social meetings, Glee Club, Mothers’ Club, cooking classes, 
Debating Club, Game Clubs, Little Mothers’ Club, Camp Fire Girls, Boy Scouts, 
play grounds, Canning Clubs, dispensary, clinics, fireside industries—encourag- 
ing the arts of spinning and weaving of coverlets, blankets, linsey-woolsey, rag 
rugs and basket making. The school includes departments of kindergarten, 
primary, intermediate, high school; agriculture—farming and gardening; in- 
dustrial—hand work, wood work, nursing, sewing, cooking and laundering. Some 
20 or more teachers and workers are employed and there are 273 students 
enrolled in the school, 62 girls and 37 boys in the settlement family. The Settle- 
ment nurse obtained the information contained in her report through teachers 
attending the institute. The report itself is sufficient testimony to the need for 
the work of the Settlement. 


At the time of the survey of the schools in Knott County an address 
was made emphasizing the importance of health teaching in the ele- 
mentary grades and the necessity of giving the subject of hygiene its 
proper share of time in the school curriculum. 

In this obscure section, where most needed, the most inadequate 
provisions have been made by the state for health education (and there 
is one graduate nurse in the county). The mountain children as early 
as five or six years of age help share the family’s responsibilities in the 
fields, seldom getting benefit of the six months school. A very small 
percentage continues after the fourth grade—hence the need of early 
instruction in cleanliness, not only as the best safeguard against bad 
habits but foundation of health conservation. 

It was recommended that the carrying out of hygienic principles 
be made a factor in advance from grade to grade—hence of great 
importance to the child, also that the teachers avail themselves of 
hygienic knowledge and subject material through the free distribution 
of Board of Health Bulletins and Government pamphlets, and, if 
possible, give one period a week to a health lesson, emphasizing personal 
hygiene. 

It is exceedingly difficult to get a people who have been reared 
without knowledge of the fundamental principles of sanitation and who 

89 





Eee 


——— —_ 











90 The Public Health Nurse Quarterly 


know little of the dangers of house-flies, promiscuous spitting or pol- 
luted water supply (and utterly disregard any system of sewage) to 
see the connection between their standard of living and their ineffici- 
ency. The large percentage of hook-worm infected children entering 
the Settlement each fall, necessitates a continual fight throughout the 
school year to eradicate the disease, only to have the same children 
return (after their summer’s vacation) with re-infections, physically 
unfit to make the best of their opportunities for education—showing 
the futility of treating the disease and tolerating the cause. 

The county school is the only existing agency through which a 
knowledge of daily habits of better living can penetrate some sections 
and reach the homes, and its pupils the medium through which a popular 
demand for better conditions can be created. 

Following the address, typewritten slips were distributed on which 
questions were asked relating to the sanitary condition of school 
buildings, yard and out-buildings, drinking-water supply and environ- 
ment. The replies represent twenty-three of possibly the best schools 
in the county. 





1. School: 
Well-built? 11 replied ‘‘yes,’’ 2 ‘‘common’”’ and 10 “‘no.’’ 
Good-repair? 6 replied ‘‘yes,’”’ 1 ‘‘poor;’”’ 1 ‘“‘bad’’ 15 “no.” 
Painted? 19 replied ‘‘yes,’’ 2 “‘partly,’’ 1 ‘‘yes but needs more.”’ 
1 ‘‘excuse.”’ 
Foundation? 5 “stone;’’ 5 ‘“‘good;’’ 3 ‘‘wood, or blocks;’’ 1 “‘ground;” 5 
“haa,” 1 “air.” 
Good blackboards? 12 “‘yes,’’ 7 ‘no,’ 3 ‘‘very poor.”’ 
How heated? (stoves—1 reporting ‘‘badly’’ and 1 ‘‘well heated.’’) 
Floor and interior clean? 14 replied ‘‘yes,”’ 4 ‘“‘very’’ 3 ‘‘common’”’ 2 ‘“‘no.”’ 
Average number of pupils—Excepting 1 school of 2 rooms with 90 and 1 
school-room of 18, (probably colored). The rest are 1 roomed with average of 
55 pupils. 37 to 80 children to a room. 


‘ 


2. Yard and Outbuildings: 
Any playground?—13 replied ‘‘yes,’’ 2 ‘not much,’”’ 4 “none,’’ 1 ‘“‘bad.’’ 
1 reported ‘‘not enough to whip a fellow’’ and one ‘‘Not enough to whip a cat.”’ 
Two well kept (widely separated) outbuildings, or toilets of any kind? 
15 reported ‘“‘no,’”’ 4 ‘“‘none,’’ 3 “‘not any but badly needed.’’ Only one reported 
‘2 toilets—but no good.’’ 


‘ 


8. Drinking water supply: 
Open well? 20 replied ‘‘yes,’’ 1 ‘‘none,’’ 2 ‘‘no.’ 
Common dipper, or drinking cup in use? 

14 reported ‘‘common dipper.”’ 
2 reported “‘private cups.’’ 
3 reported ‘‘no.’’ 
1 reported “no well.” 
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The depth of wells and distance from buildings vary greatly, run- 
ning from 7 to 75 feet in depth and 6 to 600 feet from buildings 

In addition to the above, two questions were asked: (1) ‘Would 
a physical examination of school children be acceptable In vour dis- 
trict?’’ To which 22 replied ‘*Yes.”’ 

2) “Could you use material for a health lesson once a week?” 
to which 21 replied “Yes,” and 1 “I could try.” These were leading 
questions and their answers show the desire on the part of a neglected 
community to learn something of topics relating to health, so gener- 
ally known by school children in the outside world. 

A plan is now under way by which county teachers so desiring, can 


receive through the Nursing and Health Department of the Settle- 


ment, a printed slip with subject material for ‘a weekly health lesson” 
that will reach localities where the ‘tooth dentists’? services are un- 
known —where disease and death are vel regarded as visitations of 
Providence and pediculosis a Stage common to childhood or to be 


outgrown 














STORIES TOLD BY NURSES 
“OUR TRIPLETS” 


“The triplets are just as sweet as they can be. You should have 
heard their babbling talk, with dimpled feet in the air after their nap 
today. All of them in one crib.” 

You never heard of our Visiting Nurse Association triplets? Let 


me tell vou. 





It was late in December when Dr. G. called us to eure for these 
babies. Our second trio within six months! The first were pre- 
mature and two of them had died. We must keep these alive if possible. 
The mother spoke so little english it was hard to tell whether she was 
indifferent to, or dazed by the number of her offspring. A woman had 
been hired to keep house during her illness. She was very evidently 
overwhelmed by three babies at onee so we sent the visiting house- 
keeper daily to help. lor nearly two vears the same housekeeper 
euarded thre triplets unde) the direction of the Visiting nurse. To her 
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help rather than to the coéperation of the mother is due the good 
start they have in life. 

When the mother no longer needed nursing care the Infant Welfare 
Nurse took up the family supervision. But the housekeeper continued 
her visits regularly. Mother is one of those happy-go-lucky women 
who can ignore a little extra dirt. She didn’t feel very well, two of 
the babies were frail, and she had only counted on one, any way. So 
Irvy, with a start at three and a half pounds, continued to receive the 
most attention. Fannie and Harry, with only two and three quarters 
pounds each to begin with, were cared for well if there was any time 
left. Usually there wasn’t any time left. The visiting housekeeper 
saw that Fannie and Harry got a square deal. She began with the 
weakest, and if any one was hurried it was the strong baby. She 
would come into the office just bursting with news. 

“T told Mrs. X, a week ago to send for the doctor for Harry, but 
she just laughed. Now Irvy felt a little hot and they couldn’t get Dr. 
L. fast enough. The joke of it is he said Irvy was all right and paid 
all his attention to Harry.” 

Or again 

“Fannie’s been coughing her head off these ten days, but they 
couldn’t have the doctor till Irvy caught it. Too bad he had to be 
sick even a little, to get a doctor for the others.”’ 

Now they are apparently quite normal. All three are nearly the 
same size. They speak a charming mixture of English, Yiddish and 
baby talk. As the housekeeper says, 

“‘Any family would be perfectly delighted with any one of them.” 


WHY? 

“Cara mia, Cara mia.” 

Into the bright summer sunshine floated the wailing ery of a woman. 
It mingled weirdly with the busy city noises, rattling of teams, scream- 
ing of steam engines, musical calling of street vendors, crying of babies, 
laughing of children. It greeted the Visiting Nurse as she entered the 
stifling yard from the stifling street. 

Instantly she knew what had happened. As she climbed the rickety 
wooden stairs outside the tottering wooden house her pity for the mother’s 
grief mingled with thankfulness that the baby no longer suffered. In 
panoramic views the family history she knew flashed through her mind. 

Two days ago a strangely familiar trio appeared at the Milk Sta- 
tion. An attractive young Italian woman, speaking good English, 
accompanied the other two. The mother, a round, flabby, lumbering 
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person with blue eyes and pale brown hair, carried a huge bundle 
wrapped in a shawl. Upon removing the shawl and various garments 
the nurse saw a baby. But what a baby! Really a year old, the 
scrawny body with weakly clawing hands and feet seemed less than 
three months old. The full size head rolled aimlessly from side to 
side. The dull eyes gave no response to the nurse’s gasp of pity or the 
mother’s calls of endearment. Only when moved, a low moan came 
from the pale drawn lips. 

Hastily was the required food prepared, but baby was too weak 
to nurse from the bottle. Spoon feeding choked him. So the nurse 
taught the weary feeding with medicine dropper. She urged the 
need for frequent careful feeding, drop by drop, and took the family 
home. 

Twice yesterday she fed him herself, but in the afternoon she could 
not persuade him to swallow, and his icy feet could not be warmed. 
Now he was dead. Sacrificed for the ‘‘sins of the fathers.”” She entered 
the dark kitchen. 

On a low chair near the bedroom door sat the mother. Rocking 
her body back and forth, her face buried in her hands, she wailed her 
piteous grief. At the nurse’s touch she looked up, and with streaming 
eyes poured forth a rapid flow of unintelligible Italian. The task of 
making her new friend understand calmed her a little. 

With tightly clasped hands, together they looked on the quiet 
little body in its last cradle. The baby must have everything, so the 
cradle was white satin, the shroud soft silk and lace, the colored candy 
eggs were many, and the right number of candles burned at head and 
feet. 

“Ah, Cara mia, Pietro mio.” 

He was the fourteenth child of his parents. Only two others had 
died. That was years ago, in Italy of the fever. The others always 
were well, but Pietro always was sick. 

Again sounded the rhythmic wail of the mourner. Out into the hot 
noisy street went the nurse. As she carried sunshine and health giving 
knowledge into many darkened homes the haunting eyes of little 
Pietro asked her “Why?” And many a time, smiling into the eager 
eyes of a playing child she still asked “Why?” while there rang in her 
heart the plaintive echo, 
“Cara mia, Cara mia.” 





























QUESTION CORNER 


The National Organization has never committed itself to a standard 
uniform, although at two different sessions, the members present have 
voted unanimously that public health nurses wear a uniform. 

Practically all northern associations have prescribed a_ perfectly 
plain coat, full length and buttoned to the bottom, the color is 
usually blue or gray, and a plain tailored hat with ribbon band. This 
coat is worn over the regular uniform dress, which is the same summer 
or winter. A white dress would not be suitable to wear during the 
winter and, therefore, the usual blue or gray chambray or the natural 
linen dress is preferable. In some sections where walking is very 
difficult, short bicycle skirts and jackets are worn with uniform wash 
waists. If a woolen skirt is worn, an all-over white apron is required. 
There is nothing more out of keeping with the dignified service of 
nurses, than for them to appear on duty in inappropriate clothing, 
purchased for wholly different purposes. 


What are some of the essentials to be observed by a public health 
nurse in entering a home? 

Dignity, courtesy, tact, patience and cheerfulness are all essential 
to the public health nurse if she is to gain and keep the good will and 
coéperation of the families which she enters. She must take a real 
interest in the family and be able to put herself in the place of her 
patient. In approaching a home for the first time the sanitary con- 
dition of the yard and door-step should be carefully noted. The 
family history should be learnt naturally and by degrees, it should not 
be obtained by direct questioning. Every nurse before entering a home 
should ask herself, “‘Why am I here?’”’ and upon leaving, ‘‘What have 
I accomplished and what is there still to be done?” carefully recording 
the latter. 


How do you disinfect tongue blades after using, if you have no fire 
in which to burn them? 

Charring over a gas flame is sometimes convenient, but by some 
nurses it is considered rather a dangerous example to set before small 
children. It is advisable, therefore, to soak in a solution instead of 
charring, in homes where there are children. After this they may be 
disposed of as other dressings. 
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How are soiled dressings disposed of when there is no opportunity 
to burn them? 

In many of the large cities there is no opportunity to burn dress- 
ings and, consequently, although instructions are given to patients 
and their families that all dressings should be burned, as a matter of 
fact they remain lying around and uncared for. In cities where gas 
is extensively used, therefore, and where incinerators are not allowed 
because of the danger of fire in the neighborhood, it is advisable to 
wrap the dressings tightly, tie them and place them where they will be 
carried away by the city waste department. The nurse should either 
do this herself, or else should see that it is done before she leaves, for 
it is her responsibility. 
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NEWS NOTES 


IT WOULD BE QUITE IMPOSSIBLE TO RECKON THE AMOUNT OF SERV- 
ICE WHICH Miss WALD Has RENDERED to this country in the field 
of Public Health Nursing, not only directly, by her own personal work 
and efforts, but also through the more indirect agency of her influence 
in creating interest and enthusiasm in others. The most recent expres- 
sion of this enthusiasm is a gift of $100,000 to the Henry Street Settle- 
ment, by Mrs. Anderson, and we are privileged to publish below the 
letter which accompanied this gift, in the hope that it may help to 
bring forth further gifts for the cause of Public Health Nursing. 


GREENWICH, CONN. 
May 23, 1916. 
My pear Miss WaLp. 

For many years I have had an abiding faith in you, and deep interest in the 
work being conducted by the Henry Street Settlement. Consequently, it only 
needed a word from you as to the proposed plan to establish this work on a per- 
manent foundation to make me eager to contribute to the success of this admir- 
able undertaking. In so doing I hope you will not object if I say that one of my 
motives is personal to you and is based on my wish to recognize, as a citizen of the 
community, the debt the city and the country owe to you for the many and im- 
portant services you have rendered and for the public benefits which have re- 
sulted from your efforts. This, coupled with my confidence in your associates 
and in the work being done by the Settlement, gives me the opportunity to say 
that I will be glad to give the sum of $100,000 at any time that the Settlement is 
ready to receive it. While it is perhaps true that my chief interest is in further- 
ing the work of the visiting nurse service, and while I would prefer that my gift, 
or the major part of it, should be retained as a contribution to the permanent 
foundation, nevertheless, I do not intend to have these preferences regarded as 
conditions to my gift and I am perfectly willing to have the gift used as you 
think best. 

If my offer is accepted, please take up with my cousin, Mr. Milbank, at 49 
Wall Street, the completion of the matter. 

Yours faithfully, 
(signed) EL1zABETH MILBANK ANDERSON 


THE FourtTH MEETING OF THE MISSISSIPPi CONFERENCE ON 
TUBERCULOSIS was held in Louisville, Kentucky, last October. The 
meeting was opened by an address by Governor A. O. Stanley, of 
Kentucky; and the sessions which followed included papers and dis- 
cussions on Rural Problems; Educational Campaigns in Tuberculosis 
Prevention; Legislative Programs; What Anti-Tuberculosis Societies 
are Doing for the Physical Welfare of Children; Statistics; Essentials 
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n the Treatment of Tuberculosis; and other subjects. It was partic- 
ularly interesting to note that about one-third of those who attended 
the meetings were public health nurses, and throughout the conference 
attention was directed to the necessity of directing special effort toward 
nereasing the resistance of the individual and the prevention of trans- 
mission within the home—effort in which the public health nurse has 
already proved her value. 


Tue Srx Montus Course In Pustic HEALTH Nursin@a, which has 
been offered by the New Haven, Connecticut Visiting Nurse Associ- 
ation during the last two summers, has now been arranged to commence 
in January instead of April. Any nurses who are interested in this 
course may obtain particulars from Miss Mary Grace Hills, the Super- 
intendent. 


A BRANCH OF THE AMERICAN SOCIETY FOR THE STUDY AND PRE- 
VENTION OF TUBERCULOSIS was recently formed in Dallas, Texas. 
It is purposed to obtain more complete reports on the number of cases 
of tuberculosis in the city, to increase the hospital facilities and enlarge 
the number of Public Health Nurses. 


WE ARE GLAD TO BE ABLE TO ANNOUNCE THAT THE EXECUTIVE 
BoarD OF THE MICHIGAN STATE NursEs’ ASSOCIATION, while in ses- 
sion recently, elected to become an associate corporate member of the 
National Organization for Public Health Nursing. 


THE AMERICAN ASSOCIATION FOR LABOR LEGISLATION held its 
tenth annual convention in Columbus and Cincinnati, Ohio, last 
December. A number of sessions were devoted to the subjects of 
health insurance and the eight hour day—subjects which will be most 
prominent in state and national legislation during the coming year. 


THE CoLORADO SPRINGS SoOcIETY OF OCCUPATIONAL THERAPY, 
which was started less than a year ago in a private room in an hotel, 
has now grown into an incorporated society with about seventy-five 
workers doing various kinds of work suited to their various conditions. 
The work has proved its beneficial effects, both mentally and physically, 
and the workers do all kinds of crocheting, embroidery and needlework, 
also bookbinding, doll dressing, and there are several experts in wood- 
work, carpentry and leather work. The patients who leave the various 
sanatoriums are delighted to find that they can follow their old trades, 
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under the doctor’s directions; and the social atmosphere of the work- 
shop stimulates them to do things that they never thought they could 
do before. 


THE WOMEN’S ZIONIST ORGANIZATION IN AMERICA, NOW KNOWN AS 
“HAbDAsSSAH,”” In 1918 sent two trained nurses to Palestine to establish 
a system of district visiting nursing in the Holy Land. A Settlement 
House was established in Jerusalem, at which treatments were given 
by the nurses under the supervision of a physician; and here also clubs 
of voung Jewish girls met for the study of hygiene and baby care, and 
older women came for visits of advice and sociability. In consequence 
of the extreme poverty of the patients, the nurses found it necessary 


to supply food, clothes and medicines in a Majority of cases. We 
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PUBLIC HEALTH NURSE TREATING THE EYES OF CHILDRE) 
IN JERUSALEM 


are glad to be able to give extracts from some of the letters of these 


nurses, descriptive of their work. “Trachoma has full sway in all the 
schools of Jerusalem except the gymnasium, but the worst we met 
with was in the Yemenite Talmud Torah, examined last Sunday. There 
is SO per cent of it. The school is a very poor one, There was no 
chair for the doctor, and he had to examine the children sitting on the 
steps of the entrance from the street. Of course there is only that one 
room, nor was there any water for him to wash his hands with. Thad 
to provide the Hecessary articles for treatment, also the little medica- 
tion thes will need. In spite of the deplorable conditions Dr. Ticho 
thinks a lot of good can be done for the children’s eves by persistent 


treatment.” “*Many children suffer from impetigo contagiosum, a 
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skin trouble, whieh is infeetious and the children should be excluded 
from school; but nearly half suffer from it, and should the trachoma 
children as well as these children be excluded, there would be no need 
for schools, and then again the children would not be treated. We 
have cleared Up manv a ehild’s head and body, and last, but not least, 
we have healed ManV a child’s eves.” ** At present we have five medi- 
eal patients taken care of in their homes. . . One of them, an 
old lady suffering from oan acute attack of kidney disease, lives all 
alone in a whitewashed hole without a window, the air coming in 
through the open door: het hed Is the floor. \\ hen In ood health she 


works hard to support herself, and keeps the little home very clean. 


Nourishment, medicine and physician have to be supplied, A second 
patient Is a vVoung man of twenty, living with his old parents In a base- 
ment. We were told about him only this morning. . .  . He has 
been ill for over a week; he has had a continual high fever. The 


patient may have to be taken to a hospital, for the dark and airless 
basement is no place for a sick person. Malaria, typhoid fever and 
meningitis claim at present many victims, and one Is continually on the 
lookout for one of them to appear.” Since the outbreak of the war 
the need of doctors, nurses and medicines is greater than ever, for 
Palestine has been turned into a vast concentration camp and dread 
diseases are rife. The physicians who have been fighting the disease 
have been decimated by the epidemic; tvphus has robbed some of the 
largest colonies of their last medical man; and the latest news Is that 
cholera has made its appearance To Hadassah hes heen assigned 
the difficult task of sending a medical service similar in character to a 
Red Cross Unit: and sure'v our svimpathies and admiration go out to 
those who shall be willing to saerifice themselves in the effort to help 


those who are in such dire necessity and troubl 


THe CoMMITTEE OF THE ISABEL HaMpron Ropes MemMoriat FUND 
has made announcement for the vear 1917-1918 in regard to scholar- 
ships for graduate nurses desiring opportunity for further training, 
study and research. Several scholarships, ranging in value) from 
S150 to S300 each, will be awarded to such candidates as present satis- 
factory qualifications and eredentials: they mav be used in New York, 
at the Department of Nursing and Health of Teachers College, Colum- 
bin University: in Boston, in the Department of Public Health Nursing, 
Simmons College, with the School for Social Workers and Instructive 
District Nursing Association: in Chicago, in the School of Civies and 


P| anthropy, with the Visit o Nurse Association and other agencies; 
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and in Cleveland, in the School of Applied Social Sciences, Western 
Reserve University, in coéperation with the Visiting Nurse Association 
and other agencies. Complete information may be obtained from 
the Secretary, Miss Katherine De Witt, 45 S. Union St., Rochester, 
NM. 3. 
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BOOK REVIEWS AND BIBLIOGRAPHY 


A Cook Boox ror Nursgs. By Sarah C. Hill, formerly Instructor in 
Cooking, Michael Reese Hospital, Chicago. 4th edition, revised. 
75 cents net. Whitcomb and Barrows, Boston. 


A book well suited to the needs of a nurse. The recipes are especi- 
ally well arranged, being classed under Fluid Diets, Light Soft Diets, 
Soft or Convalescent Diets, Special Diets, Infant Feeding, and a short, 
but very important chapter containing notes on serving. 

Materials used and amounts necessary for each recipe are given in 
table form, under this are the directions, given in a very definite and 
concise manner which might easily be followed by a person with very 
little, if any experience in cooking. At the end of each chapter are 
several blank pages for individual recipes. Each division has a number 
of recipes for dishes which are identical in the method of preparation 
and differ only in some of the ingredients used. These will give variety 
to the diet, an item of great importance in the sick room, 

There are always a few general rules to be observed in the cooking 
of foods; aside from these there are various methods of preparing the 
same food. Wherever this is the case, two and sometimes three methods 
are given below the general recipe. 

In all, this is a very practical book for any nurse to have, and should 
especially meet the needs of anyone who desires economical as well as 
appetizing dishes for the sick room, with enough variety to care for 
the most troublesome cases. 

H. E. Koester. 


Pusitic HeattH Nursinc. By Mary Sewall Gardner, R.N., Superin- 
tendent of the Providence District Nursing Association, Presi- 
dent of the National Organization for Public Health Nursing, 
1913-1916. The Macmillan Company, New York. $1.75. 


Miss Mary S. Gardner, in her new book on Public Health Nursing, 
has made a contribution to nursing literature, the value of which can 
scarcely be estimated. Not only is it the first book of its kind pub- 
lished, but the whole subject, in all its different phases and depart- 
ments, is so well and thoroughly covered, the style is so clear and lucid, 
and the varying problems so impartially presented and discussed, 
that it is difficult to imagine anything better. As Miss Nutting says, 

102 








Book Reviews and Bibliography 103 


in her Preface: “Seen through her eyes complex situations become 
clarified, difficulties dissolve, things settle into their places, and the 
work moves easily to accomplish, along well-directed lines, the shaping 
of practical work to the fulfilling of a vision.”’ 

The first two chapters are devoted to a brief, but interesting his- 
torical survey of the development of the Public Health Nursing move- 
ment, beginning with the first individualistic efforts of the early-day 
deaconesses, nuns, widows and sisters to ‘‘visit the sick and relieve them 
in their suffering,’ up to the present day Public Health Nursing, in- 
cluding tuberculosis, child welfare, school, mental hygiene, industrial 
and medical-social nursing, as well as general district nursing, as estab- 
lished not only in the United States, but in England, Canada, Australia, 
South Africa, and many other countries all over the world. 

From this point Miss Gardner goes directly to the heart of the 
matter, taking up in successive chapters the fundamental principles 
on which the work should be grounded, the modern problems encoun- 
tered and the best ways in which to meet them; the different methods 
of organizing and administering the work; and the value of records and 
statistics. Among the ‘modern problems” is the now old question of 
generalization versus specialization in Public Health Nursing. Miss 
Gardner does not pretend to decide the question, but in her broad 
minded way sums up the varying aspects of the problem, and merely 
gives her personal opinion. She says: “Setting aside the question of 
practical detail, the greatest drawbacks to specialization would seem 
to lie in the danger that a broad grasp of health problems may be 
missed by those doing the work, that those ministered to may suffer 
from the effect of an unnecessary invasion of their homes by a number 
of nurses whose combined instruction is less advantageous to them 
than that of a single individual, and that those supporting the work 
may be called upon for unnecessary funds because of waste in the 
expenditure of money for overhead expense, transportation and nurses’ 
time. . . . The writer, with all modesty, because she so highly 
respects the judgment of those who differ from her, feels that these 
serious objections to specialization are not insuperable. She feels 
that to reach the highest possibilities in special lines of nursing there 
must be women giving their entire time to these lines, and by so doing 
becoming experts in them, able to lead others, able to contribute to 
the literature which is so greatly needed, able, in short, to do for the 
nursing profession what the specialist in medicine is so successfully 
doing for the medical profession.”” The book will be of intense inter- 
est to laymen and nurses alike. The chapters on Boardsof Managers, 
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and Methods of Organization should be read and digested by every 
man and woman in the country who is in any way connected with or 
interested in the management of Public Health Nursing; while the 
chapters on the Superintendent of Nurses, the Staff Nurse, the Nurse 
Working Alone, and the Pupil Nurse carry a special message and a 
comprehending presentation of advice and suggestion to each nurse 
in her special sphere. 

The wealth of material and interest brought together in this new 
book, now in the hands of the public, cannot be adequately dealt 
with in a short review. We can only earnestly advise all who are in 
any way interested in Public Health Nursing to read the book for 
themselves and to make their own the thoughtful and inspiring con- 
tents, put forth by one who, by experience, education and literary 
ability is so well qualified to handle the subject. 

A. M. BRAINARD. 


Strupiges iN Invautip Occupation. By Susan E. Tracy. Whitcomb 
and Barrows, Boston. $1.50. Supplementary book on Rake 
Knitting, 25 cents. 


The work is based on the fact that suitable occupation is a valu- 
able agent in the treatment of the sick and no effort is spared in teach- 
ing work to be followed, for its own sake, removing it far from a medi- 
cinal routine. The scope of the book is quite comprehensive and work 
adapted to patients of all ages is cleverly compiled and arranged. 
Appealing to children are colonial dressed clothes-pins, paper-box houses 
and furniture, cloth animals, cut out picture work, paper folding and 
the like. There are many suggestions for invalids of restricted powers, 
such as the blind, crippled and insane. 

The supplementary booklet on rake knitting is very interesting and 
opens a new field for artistic knitting. This form of work is especially 
adapted to bedridden patients, since it requires so little expense of 
effort. The book may be taken as an appeal for incorporating studies 
in invalid occupation in the training of nurses. ; 

M. J. MILuer. 





